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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPi* 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured 

dose contains 0.06 mg. isoproterenol. 
Riker 


NOTABLY SAFE AND EFFECTIVE FOR CHILDREN, TOO. oe 
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Overwhelming evidence’ proves: 


capsules 
In a recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


4 Each VASTRAN FORTE Capsule contains: nico- 
. . tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 
VASTRAN FORTE contains anticholes- 
terol dosage of nicotinic acid'-"? forti- riboflavin, 2.5 mg.; thiamine 
fied by added B-complex factors to mg.; 0.5 mg.; ca 
requirements may vary from 1 capsule q.i.d. 
against degenerative arterial changes. 4 capsules q.i.d. Supply: Bottles of 100. 
WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


W. Berge, 
ki, Arch. 
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STOPS VERTIGO 
9 TIMES OUT OF 10!! 


rotic vertigo, labyrinthitis and vertigo of non- 


Antivert 


e The latest ANTIVERT report confirms earlier 


findings: ANTIVERT relieves vertigo in 9 out of 
10 patients. This combination of meclizine (an 
outstanding antihistamine for vestibular dys- 
function) and nicotinic acid (the drug of 
choice for prompt vasodilation’) “... proved 
more effective than the use of either drug 
alone.’” Out of 50 patients with Meniere’s syn- 
drome, only 4 failed to respond to ANTIVERT.” 
Prescribe one ANTIVERT tablet (12.5 mg. mecli- 
zine; 50 mg. nicotinic acid) before each meal 
for relief of Meniere’s syndrome, arterioscle- 


specific origin. 
Supplied: In bottles of 100 blue-and-white scored tablets. 
-Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:318 (Mar.) 
1957. 2. Seal, J. C.: Eye Ear Nose & Throat Month. 
$8:788 (Sept.) 1959. 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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edema 


varying severity 
weight loss range 


HYDROCHLOROTHIAZIDE 


increased potency—without corresponding increase in side effects 
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Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 
heart failure .. . was as follows: 
Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 
tient).”. . “Weight loss ranged 
of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg tablets of ryDRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HyDRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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antibiotic resistant STAPHytococe: are killed by 


EPH RAN in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation. e Scrub-up e Surgical dressings « Wound irrigation e Sterile 
storage of instruments ¢ Furniture, wall, and general sickroom disinfection e¢ Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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‘Just a little 


may actually 


‘ kid ney parenchyma 


infected. 


 beforeme 
AVERAG Fi RADANTIN ADUL T DO Oral Suspension, 25 


Substantiated by published reports of leading clinicians: 


- effective control - minimal disturbance 
of allergic of the patient s 
and chemical and psychic 


8-19 


inflammatory symptoms balance’ 


1c patient’s chemical and pevense 
of the patient's chemical and psvehie balance 
antt- 
TC 
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anti-inflammatory and antiallergic levels 


ISTOCORT means: 


e * freedom from salt and water retention 


virtual freedom from potassium depletion 
negligible calcium depletion 
euphoria and depression rare 


no voracious appetite — 
no excessive weight gain 


low incidence of peptic ulcer 


low incidence of osteoporosis 
with compression fracture 


Priamemolone LEDERLE. 


Indications: rheumatoid arthritis; arthritis; respira- 
tory allergies; allergic and inflammatory dermatoses; 
disseminated lupus erythematosus; nephrotic syn- 
drome; lymphomas and leukemias. 

Precautions: With aristocort all traditional precau- 
tions to corticosteroid therapy should be observed. 
Dosage should always be carefully adjusted to the 
smallest amount which will suppress symptoms. After 
patients have been on steroids for prolonged periods, 
discontinuance must be carried out gradually. 
Supplied: Scored tablets of 1 mg. (yellow); 2 mg. 
(pink) ; 4 mg. (white) ; 16 mg. (white). 

Diacetate Parenteral (for intra-articular and intra- 
synovial injection). Vials of 5 cc. (25 mg./cc.). 


List of References 1-20 supplied on request. 


merle LEDERLE LABORATORIES. A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 


In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


Niatric contains: Each Tablet: 5 cc. Elixir: 


Pentylenetetrazo! 100 mg. 100 mg. 
Nicotinic Acid 50.mg. 50 mg. 
Ascorbic Acid 100 mg. 100 mg. 
Bioflavonoids 100mg. --- 
15% 


Merage Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. 


Supply: Tablets, botties of 100 and 500. 
Elixir, bottles of 1 pint. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 

e Niatric protects capillary integrity 

e Niatric prevents brain tissue hypoxia 


Send now for samples and literature... 


A F. ASCHER AND COMPANY, INC. 
Ethical Medicinals / Kansas City, Missouri 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


@ does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


Q°WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 


| 
1 eye JUST ONE CAPSULE LASTS ALL 
DAY 
| 
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‘ 


in bacterial" 
infections; 
the new alternative: | 


For complete 
information on 
dosage forms, 
dosage schedules 
and precautions, 
consult literature 
available 

on request. 


MADRIBON®—2,4-dimethoxy-6- 
Sulfanilamido-1,3-diazine 


LABORATORIES 
Division of 

Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


The low cost antibacterial prescription with assured safety and effectiveness 


¢ wide-spectrum activity * high rate of clinical effectiveness — 
up to 90 per cent *excepiionally low incidence of side effects— 
less than 2 per cent—even in long-term use * minimal risk of 
hazardous superinfections * essentially no danger of anaphy- 
lactic reactions * fewer problems with the development of 
resistant mutants * economical therapy * reserves antibiotic 
effectiveness for fulminating, life-threatening infections 
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Bed of Digitatis purpurea 
w ith Campanula (Canterbuty Bells) in foreground 


Not far from here aré manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 


Ol Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
; with an expiration date on each package. ‘ 
of Being Digitalis in its completeness, : 
ae 7 this preparation comprises the 

entire therapeutic value of the drug. 


It provides the physician with a safe and effective . 

means of digitalizing the cardiac patient " 

and of maintaining the necessary saturation. * 
Security lies in prescribing the 

“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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Anew agent, POVAN SUSPENSION 
is singularly effective against 
pinworms...greatly improves 
and simplifies therapy. 
- single-dose effectiveness in 
pinworm infections} 
- pleasant-tasting and well tolerated 
- easy to administer and economical 
-ptactical against the spread 
of oxyuriasis...a single dose 
to each member of a household 
or institution where pinworms 
are present! 


Administration and Dosage 

POVAN SUSPENSION is administered orally 
ina single dose. In small children, the 
dose is equivalent to 5 mg. pyrvinium 
base per Kg. of body weight. 

For convenience, a 5-cc. teaspoonful 
per 22 pounds (10 Kg.) of body weight may 
be recommended. For example, a 54-pound 
child would receive somewhat less than 

3 teaspoonfuls of the Suspension. 

Adults also may be given POVAN SUSPENSION 
according to the same dosage schedule, | 
Note: Parents and patients should be : 
informed that PovaN sUSPENSION Will 
the stools a bright red and that, 
if spilled, will stain. ce: 
Supplied: povan susPENSION is available 
a pleasant-tasting, strawberry-flavored 
suspension containing the equivalent 
of 10 mg. pyrvinium base per cc., 

in 2-0z. bottles. 

(1) Beck, J. W.; Saavedra, D.; Antell, G. J., eo 
Tejeiro, B.: Am. J. Trop. Med, 8:349, 1959, @ 
*TRADE-MARK 


DETROIT 32, MICHIGAN 
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AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what is the incidence | 

of gallbladder disease 

in “normal” men? 
Studies showed gallbladder abnormalities in 
14.6 per cent of a group of 1,233 active men in 


the productive years of their lives.* 
*Wilbur, R. S., and Bolt, R. J.: Gastroenterology 36: 251, 


“1959. 
ene Findings in 1233 “Normal” Men* 
Category Number Average Age, years 
Normal cholecystogram 1051 46.26 

Postcholecystectomy 25 51 
Faint visualization 45 50.6 
Nonvisualization 20 51.6 
Biliary calculi 92 48.3 
Total abnormal 182 i 49.9 


*Adapted from Wilbur, R. S., and Bolt, R. J. 


in medical and pre- postoperative 
.- Of biliary tract disorders.. 


for bile. D C H O LI N° 


acid, AMES) 


reliable spasmolysis 


with Belladonna 


tablets: (ehydochote acid; 
AMEs) 3% gr. (250 mg:): 
Bottles of 100, 500 and 1,000. 


-DECHOLIN/Belladonna tablets: DeCcHOLIN (dehy- 
- drocholic acid, AMES) 3% gr. (250 mg.) and extract 
of belladonna % gr. (10 mg.). 


AMES Bottles of 100 and 500. 


Elkhart « Indiana 
Toronto Canada 
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nouncing a new class of drug / the first analgomylaxant 


nalexin 


simgle chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant 


IDH 


960 
= 
+ 


therefore...in pain... 
‘where pain makes tension 

@nd tension makes pain... 

@nalexin stops both effectively 


Analexinis new synthetic chemica! ( phenyramidol 


Rydrochlorigdie) that inherently possesses within 


lecular structure two different Pharmacologic actions. (1) 

general analgesia, by raising the pain threshold end pus 
ecreasing the perception of pain, and (2) muscle reloxo- 
_ tion, by selectively depressing subcortical, brain stem ond 
Spinal polysynaptic tronsmission (infernevronal block 
abolishing abnorma! muscle tone without 
normal xeuromuscular function.’ 
Although the anaigesic potency of one fable? 
‘ally equivalent to one grain of codeine, Anclexin nek 
narcotic or related. It is not habitvating ond to! 
enance to the drug has not been noted. Muscle relaxer 
@¢tion is comparable to the mos: potent ravscle relaxin: 
G¥@ilable for oral use. The total eifect is @ndigomyla xc. 
new advance for the relief of pain. 
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PICT 


“The full chentical nome for phenyramido! is 24 Bhydroxy- 
ony curreitly available analgesic or muscle reloxon' 


_-compound.* ‘= 
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analexin provides 
effective relief 

of the total 

pain experience... 


& The end result of pain, regardless of its origin, is dis- 
comfort or suffering paralleled by muscle tension. Thus 
muscle tension may play a fundamental role in the total 
pain experience even though it does not initiate the pain. 
Employment of a single agent that produces two distinct 
but associated physiologic responses has obvious advan- 
tages, for relief of the total pain experience is better 
accomplished by the integrated action of phenyramidol 
which acts on both pain centers and muscle to produce 
analgesia and relieve muscle tension simultaneously. 


with remarkably 
few side effects 


RY Side effects such as sedation, euphoria, mental con- 
fusion and depression, sometimes associated with inter- 
neuronal blocking and certain analgesic agents have not 
been noted with Analexin. Incidence of reactions is low 
and those reactions that occasionally occur (such as gas- 
tric irritation and pruritus) are of a mild and transient 
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nature and do not limit therapy 
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results with 
analexii in 
Clinical trials 


Batierman, Grossman and Mouratof!” comp: ared 
With aspirin, sodium salicylate and a pic 


series of 195 patients with various painful conditic:. 
The authors eoncluded: 


 Notonly issatisfactory relief of painful states achie. 
in the majority’ of patients regardless of etiology and 
main, but there is also no evidence 
five of Cumulative toxicity. Furthermo re, Contrast to 
‘codeine’ and Meperidine, the likelihood of 
-feactions occurring in ambulant is not nig 
“This is a decided advan: lage since the contral 
the ambulont patient with chronic pain is moi 
dinical problem” 
“Phenyramidol (Anaiexin), with ther rapeutic doses is 
wet only for chronic administration, but 
mote we have hoted na adverse effect upon the cc dio 
Vascuidt, gastrointestinal, respiratory, kidney, or 
gentral nervous systems!’ 
Wainer’ rsported a series of 200 cases treatec| with 
‘phenyramidol for verious painful conditions. in fi'ty of 
Wiste patients who had dysmenorrhea, he saw exce ‘en! 
results in 40, @60d results in 5 and poor results in 5. 
Forther examination in 4 coses not responding reyeo 
Presence of pathology, A second group of 5 50 
foses with headache and associcted premenstrual tens 
with over-all excellent resu Wainer also 
 “Teports the use of phenyramticdol to replace codeine for 
Postpartum. pain and describes 100 cases wher- 
Combination ef phenyramidel with aluminum 
{Analexin-AF) teplaced aspirin ond codeine 
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more results 
with analexin in 
clinical trials 


& \n another series of dysmenorrhea cases, Bader’ 
compiled data on 20 employees of a telephone company 
who required 42 to 2 days off from work every month. 
regardless of prior therapy employed. Satisfactory re- 
sults were achieved in 15 out of 20 and a fair response in 
the remaining five. All were able to remain on the job 
although relief was not complete in the latter cases. 

kY Bealer* treated 32 patients with phenyramidol mostly 
for musculoskeletal disorders and had good or very good 
results in 15, fair results in 14 and poor or inconclusive 
results in 2 patients. Cohen’ used phenyramidol together 
with aspirin in 15 patients with such conditions as sciatic 
pain, osteoarthritis, anterior chest wall syndrome, etc. and 
got outstanding relief in 80 per cent. Gilbert’’ reported 
that 15 patients with nonspecific headache had excellent 
relief in a matter of minutes with phenyramidol, and in 8 
cases of dry socket pain Bruno’ reports immediate relief 
in six cases and good results later in the other two after 
sockets were curetted under local anesthesia. Stern’® 
reported on 40 ambulatory cases with a variety of pain- 
ful conditions and saw good relief in 32 patients and 
poor in 8. Results were best in acute sacroiliac pain, myo- 
sitis, muscle spasm, fractures, pleurisy and neuritis. Ten 
of 13 patients with osteoarthritis responded very well and 
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analex in (phenyramido!) 


for relief of pain and muscle tension in: 
low back pain 
sprains and strains 
myalyia 
glass arm 
wry neck 
osteoarthritis 
dysmenorrhea 
tension headache 
postpartum pain 
epigastric distress 
(pylorospasms, gastritis, duodena! uicer, cholecystitis) 
genitouzinary conditions 
(premenstrual cramping or tension) 
abdomina! distress 
(flatulence, colic} 
teothache and dry socket pain 


anaiexin-AF (phenyramidol with aluminum aspirin) 
for rolief of pain and muscle tension also 


involving inflammatory processes and/or fever, as ir. 
arthritis 

arthralgia 

bursitis 

tendinitis 

myalgia of strein ond tear 

pre- and postoperative toothache 


dosage: 


anaiexin: for relieving pain and/or muscle tension, one or fwo 
toblets every 4 hours. in dysmenorrhea, two tablets initially then 
one tablet every 2 to 4 hours as needed. 


analexin-AF: two tablets every 4 hours or as required. 
“sudply: 


analexin tabiets— oc, tablet cortains 200 mg. of pheny- 
ramidol HCI. Bottles of 100 tablets. 


anaiexin-AF tablets — cach tablet contoins 100 mg. of 
phenyraumidol HCl and 300 mg. of oluminum aspirin. Bottles of 
100 tablets, 


REFERENCES: 1: O'Dell, 7. B.; Wilson, R.; Napoli, M. O.. White, D., and Mirsky, J. He 
4. Pharmacol. & Exper, Thercj., in press. 2. O'Dell, T. 8.; Wilson, 1. M. D.; White, 
end Mirsky, Ha Fed. Proc, TE: 1694, 1959, 3. Groy, A. PB, ond Helimeier, D. 
am. Chem. Soc, 81:4347, 1959. 4, Gray, A. ond Heitmeier: D. 3. Am. Chem. Soe 
81:4351, 1959. 5, Sattermon, R. Grossman, A: and Mourdtoft, G. Am. }. Med. Se. 
238:315, 1959, 6. Wainer, A. Si The Use of Phenyramidol in Obstetrics and Gynecology 
Read before the New York Academy of Sciences, Dec. 5, 1959. 7, Bader, Gx.Clinical Re 
Sily S98. 8. Bealer, J. Clinical Report 511; 592. 9. Cohen, 8. Mi Clinical Report 51h 
596. 10. Gitbert, Clinical Report 511; 597. 11. Bruno, A.: Clirdest Repert 511; 593, 
12. Stern, E.: Clinics! Report 511; 599. 


Clinical Renorts cited above are in the files of the Medical Department, irwin, Neisler & Co, 


| irwin, Neisier & Co. Decatur, lliinois 
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tense 
and 
nervous 
patrent 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


® 
WwW) WALLACE LABORATORIES / New Brunswick, N. J. 


its 
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now also available 
with 0.5 per cent 
Prednisolone 


White’s Vitamin A and D Ointment 
with Prednisolone 


‘ 
22 
4 
y 
jealing actions is 
nile 
l 
= ; 
¢ 
red 10 and 25 Gm. tubes on prescription 
Ar 
he 


/hen weight gets out of control, the dangers of T 


inflation” set in—imposing an added strain on 


eart, kidneys, blood vessels. 


Keep your obese patient on his diet... 


curbs the desire for food, at the same time combats depression that may accompany dieting. 
he result is less interest in eating, more interest in other activities. 


ell Laboratories, Inc. | 


rdeiphia S2, Pa. 


SYNDROX TABLETS 5 mg. 
ELIXIR 5 me. pers cc. 


Dosage: to 1 tablet or tecspoonful tro or three times 
a day % to 4 hour betcre meals, 
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Multiple Sulfonamide Therapy 
Suspension / Tablets 


CARRTONE LABORATORIES, INC. 


} NEW ORLEANS, LOUISIANA 


: 
4 
ee 
q 
ips 
1 
} 


VOLUME 53 


Diagnostic 


Quandaries 


SOUTHERN MEDICAL JOURNAL 


Colitis? Gall Bladder Disease? 
Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 
& overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. FBASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY SAN FRANCISCO 
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anti-emetic ac 


t ir bance seen daily in the Inies or by th 


new advance in tranquilization: 
megreater specificity of tranquilizing action results in fewer side effects 


cob Cx Ts The presence of a thiomethyl radical (S-CH;) is unique in 


Mellaril and could be responsible for the relative absence of 


— . on side effects and greater specificity of psychotherapeutic action. 
: This is shown clinically by: 


tie 1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


PSYCHIC RELAX 
DAMPENI 


SYMPATHETI inimal suppression of vomiting tranquilization 4 
PARASYMPA ttle effect on blood pressure <> 


NERVOUS S d temperature regulation 


2 Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


| 
4 


3 A notable absence of extrapyramidal stimulation. 
9 subpression of vomiting 


pening of blood pressure 4, Lack of impairment of patient’s normal drive and energy. 


temperature regulation 


5 Virtual freedom from such toxic effects as 


j ice, ph itivity, skin ti 
tranquilizers ood forming disorders. 
INDICATION USUAL STARTING DOSE | TOTAL DAILY DOSAGE RANGE q 
ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 


holism, intractable pain, senility, etc. 


SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. tid. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


pMELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


of G y 
Practice, San Francisco, April 6-9, 1959. 


SANDOZ 
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in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published clinical 
reports attest to the superiority and 
effectiveness of oleandomycin-tetracycline, 


glucosamine-potentiated tetracycline 
with triacetyloleandomycin 


antibiotic of choice when sensitivity testing is difficult 
or impractical. 


THE HOUSE-CALL ANTIBIOTIC 


available as: 


Capsules Oral Suspension Pediatric Drops 
raspberry-flavored 

125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with cali- 

250 mg. per teaspoonful (5 cc.) brated dropper), 5 mg. 


per drop (100 mg. per ce.) 


Each 250 mg. of Cosa-Signemycin contains: glucosamine- 
potentiated tetracycline—167 mg., triacetyloleandomycin—83 mg. 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 


QD Science for the world’s well-being™ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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as reactive in tablet form... | 


LGLY 


The superiority of Alglyn (dihydroxy aluminum amino- 
acetate) as an antacid over ordinary aluminum prepara- 
tions is quite pror .unced. Not only do Alglyn Tablets 
act as rapidly as aluminum hydroxide gels and magmas, 
but they maintain a much more effective pH for a longer 
time (see chart). 


Furthermore, Alglyn Tablets are decidedly superior when 
antacid-belladonna therapy is indicated. Ordinary alu- 
minum preparations may actually adsorb as much as 
80% of the spasmolytic drug, as compared to only 7% 
for Alglyn Tablets. In addition, Alglyn contains no 
sodium and less aluminum. 


Supplied in bottles of 100 0.5 Gm. tablets. Also as 
Belglyn® (with belladonna), and as Malglyn® (with 
belladonna and phenobarbital). Literature available upon 
request. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


BRAYTEN 
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... into a mixed culture 
of the four organisms 
commonly involved 

in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 
(in this case a resistant 
strain) .. . we introduce 
the five most frequently 

used antibiotics. 

Twenty-four hours later 

(in this greatly enlarged 
photograph), note that 

only one of the five leading 
antibiotics has stopped 

all the organisms, 

including the resistant 

staph! This is Panalba. 

In your next patient with 

sinusitis . . . in all your 

patients with potentially- 

serious infections . . . 

provide this extra 

protection with your 

prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 

Supplied—Capsules containing 

Panmycin phosphate equivalent 

to 250 mg. tetracycline 

hydrochloride, and 125 mg. 

Albamycin as novobiocin 

sodium, in bottles of 16 and 100. 

Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalba’ 


(Panmycin* Phosphate plus Albamycin*) 
The broad-spectrum 


antibiotic of 
first resort 


| Upichn | The Upjohn Company 
Kalamazoo, Michigan 


STRADEMARK, REG. U.S. PAT. OFF, 


= 


whenever there is inflammation, 
swelling, pain 


VARIDASE 


CTRCPTOKINASE-STREPTODORNASE LEDERLE 


conditions for a 
fast comeback ... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until VaripAsE stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 
had affected the increasing cellulitis. 


VaripAsE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane . .. and limits infiltration. 
Prescribe VaRIDASE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission. 
VaripasE BuccaL Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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women of childbearing age... 
and growing children... 

are 

Se depleting their 
iron 
reserves 


SE LEDERLE 


blets 


tron deficiency anemias occur most 
often among women of childbearmg age 
and growiag children, Unless extra iron is 

vided, children’s high growth requirements — 
ae women’s iron loss from menstruation may 
dangerously depiete iron reserves, Many clinicians 
regularly preséribe a hermatinic for six w reeks each 
year during a woman's reproductive years. Ch dren 
and adolescents are kept on iron 


Livitamin, with peptonized ixon and B complex, provides 
effective iron therepy with minimal side effects. Unlike 
many hematinies, Livitamin is pleasant tasting and well 
tolerated. Peptonized iron has as high a rate of sbsorption 
and storage, and is much less irritating than ferrous sulfate. 


B complex and other ingredients provide integrated 
y 
20 . Nicotinamide . SQ rg, 
Pyridoxine hydrochloride i mg. 
Pantothenic ecid , 
4 Liver fraction 1 


Ap 10 bran extract 
Activity . 20 mtg. 
arived from Cobelamin conc.) Choline 
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© Rapid response in iron-deficiency anemias 

Non-astringent 

‘© Absorbed as well as ferrous siilfate 
© Better gastric toleration than ferrous sulfate ‘ 
© Less constipating than ferrous sulfate 


lron 


LIVITAMIN 


a ... the preferred 
hematinic 


*Keith, J.H.: Utilization and Toxicity of Peptonized tron and Ferrous 


Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


THE S. E. Mi ASSENGILL COMPANY ristot, tennessee « 


New York e Kansas City e San Francisco 


because it is hi, 
@ 
NI 
pe 
— pé 
in 
m 
| W 
is 
m 
e 
a 
+ In 
fo 
Pf 
with Pf 
Peptonized 
4 
a 
f 
Sec 


NIAMID 


the mood brightener 


makes the 
cancer patient 
more comfortable 


e reduces impact of pain 

e decreases narcotic 
requirements 

e increases appetite 

e improves mental outlook 


yiamip lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
is available as 25 mg. (pink) and 100 
mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
tequest from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, New York, 


NIAMID 
the mood brightener 
In Cancer 


Science for the world’s well-being™ 
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-aquasol A capsules. 
ed of all 7“ vitamin A products, . 


‘natural vitamin A) perca 
25,000 U.S.P. 
50,000 U.S.P. units 

000 U. units 


the affected tissues because there is 
natural vitamin Ais more effective because it i 
mas tolerated — fish taste, odor and allergens areyremoved 
compared to oily vitamin 


soothe, protect, 
lubricate, decongest, 
aid healing 


NEW: besitin HC 
hemorrhoidal Suppositories 
with Hydrocortisone 

to control severely inflamed 
anorectal conditions — then 
maintain comfort with regular 
Desitin Suppositories. 


for Comples and literature write... 


DESITIN CHEMICAL COMPANY = 812 Branch Avenue, Providence 4, R. I. 
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THE FIRST TRUE ”“TRANQUILAXANT” 
rancopal 


relieves painful muscle spasm 
and relaxes the patient 


Impressive numbers of patients with low 
back pain and other musculospastic 
conditions treated with Trancopal have 
been freed of symptoms and enabled 

to return to their usual activities, accordin 
to newly published clinical reports. In a 
recent study by Lichtman,’ Trancopal brou 
excellent to satisfactory muscle relaxation 
817 of 879 patients. The patients in this 
group suffered from skeletal muscle spasm 
associated with low back pain (361 cases), 
stiff neck (128 cases), bursitis (177 cases) 
and other skeletal muscle disorders 

(213 cases). Side effects were rare (2 per 
cent of patients), and it was not 
necessary to discontinue medication in any 
of the patients. Lichtman comments: 
6¢Chlormethazanone [Trancopal] not only 
relieved painful muscle spasm, but 
allowed the patients to resume their normal§nd 
activities with no interference in performan@ppt 


of either manual or intellectual tasks.99* m¢ 


. 


When you prescribe Trancopal for musculoskeletal disorders, you can confidently 
expect that your patients will be relieved of the pain and stiffness. You can be sure 
of their speedy return to everyday work and recreation. 
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ulin and Epifano call Trancopal ¢6...a very effective skeletal muscle spasmolytic.99* 

hey found that Trancopal brought good to excellent relief to all of 39 patients with 

keletal muscle spasm related to trauma, bursitis, rheumatoid arthritis, osteoarthritis, and 

intervertebral disc syndrome. (No side effects were noted except that one patient had slight 
ryness of the mouth. ) 

he pattern is similar in every new series reported: Ganz,* DeNyse,’ Shanaphy’* and Stough.’ 


Lrancopal is a true “‘tranquilaxant’’ 


rancopal “‘... combines the properties of tranquilization and skeletal muscle relaxation 
ave ‘ith no concomitant change in normal consciousness.’’® 
| 


seording Relieves dysmenorrhea 


aa . Trancopal not only is valuable in treating patients with low back 
oo ’ pain and other musculoskeletal disorders, but is also very effective 
re , in bringing relief from menstrual cramps and discomfort. 

s Shanaphy suggests that Trancopal may help the patient by its 
pa combination of muscle relaxant and tranquilizing actions, and he 
finds that 66...the continued use of chlormezanone [Trancopal] as 
— a a therapeutic agent in dysmenorrhea is advisable.99* Trancopal was 
effective in 82 per cent of his series of 50 patients. In another study, 
which dealt with 52 adolescent girls and 23 women, Stough’ reported 
that Trancopal gave complete or moderate relief in 86.4 per cent. 


Alleviates tension 


ind, of course, Trancopal is also very useful in the treatment of patients in anxiety 
normalénd tension states. As Ganz says, 66...a most valuable drug for relieving tension, 
rformampprehension and various psychogenic states... allows the patient to use his energies in 
s.99? § more productive manner in overcoming his basic problems.99* 
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rancopal 
a true “tranquilaxant”’ 


that relieves skeletal muscle spasm 
and relaxes psychogenic tension 
without troublesome side effects, i. 
and keeps the patient on the job. 


Indicated for... 
Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Fibrositis Anxiety and tension states 
Neck pain (torticollis) Ankle sprain, Dysmenorrhea 


Bursitis tennis elbow Premenstrual tension 

Rheumatoid arthritis Myositis Asthma : 

Osteoarthritis Postoperative Angina pectoris 2 
Disc syndrome muscle spasm Alcoholism ¥ 


Now available in two strengths: 


Trancopal Caplets®, 100 mg. 
= (peach colored, scored) , bottles of 100. 


NEW = Trancopal Caplets, 200 mg. 
STRENGTH (green colored, scored) , bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms oe 
occurs in from fifteen to thirty minutes and lasts from four to six hours. ; 


mesting Gf the Taterns Coll 

Beach, Play dan. 427,159 

3. Mullin, W. G Sipifand, Leo nats 
& Digest Treat; Och, 1989 

M. Trew BT Nov., 1989. 
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DONNA ALKALOIDS PLUS PHENOBARBIT 


troublec 


wt 


hen smooth muscle spasm ei 


ets rough on your patients... 


0.3111 mg 
16.2 mg. (34 Br.) 48.6 
— Prescribed by more physicians 
~~ tthan any other antispasmod. 
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WHEN EN SI 0 i DISRUPTS TREATMENT 


ti 


ELIXIR RA DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE asorarories « Division of Hoffmann-La Roche Inc Nutley 10, N.J. 
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— E N S 0 N DISRUPTS TREATMENT 


t 
ELIXIR RAT DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE  asorarori€cs « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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PRESCRIPTION 
WITH THE 


ephedrine HCL 
aminophylline 
prenobarbitai 

€ 
potassium iodide 
A Dalanced and buffered 
formula providing « 
fective bronchodilation, 
mucus-thinning and ex- 
pectorant action. 


DOSAGE: 
ONE TABLET. 3 OR 4 TIMES DAILY 


A S-YEAR STUDY 


“recommended... because 
of its ability te produce 
effective response with mini- 
rum side-effects” 
8. T.. Texas 
State Journal of 
Medisine. 
(1957) 
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Ane 


LIVER, 
B-COMPLEX, 
IRON 

of course 


but more!... 


SAFE AMOUNTS OF COBALT 
AND EXTRA VITAMIN Biz 


FEBRUARY 1960 


. .. because Cobalt is the nucleus of the B,. molecule — must be present 
for intestinal bacterial flora to produce B,. — is a proven effective catalyst 
for increasing Hb content and formation of erythrocytes. And, Cobalt 

in the recommended Li-Betaron dosage is safe, even for infants. 


... because Li-Betaron provides immediately-usable B,, until normal 
intestinal synthesis can be stimulated by Cobalt. 


DOSAGE 
ADULTS — 1 tablespoonful twice daily after 
meals. 
6 to 12 years — 1 or 2 teaspoonfuls twice daily 
after meals. 
1 to 6 years — 14 to 1 teaspoonful twice daily 
after meals. 
— 10 to 20 drops (5 to 10 minims) in 
milk, 


SUPPLIED— In pint and gallon bottles. 


EACH 30cc CONTAINS 

Vitamin Biz Crystalline 
Elemental Cobalt (as Cobalt Chloride) 
Liver Concentrate 
Ferric Ammonium Citrate 

(10 MDR) (Iron 100 mg.) 
Panthenol 
Thiamine HCI (18 MDR) 
Riboflavin (3 MDR) 
Nicotinamide 
Pyridoxine HCl 


In pernicious anemia, Li-Betaron Elixir is recommended only as a 
supplement to parenteral use of Liver Injection USP, or equivalent. 


THE WARREN-TEED PRODUCTS COMPANY 


COLUMBUS 8, OHIO 


Dallas Chattanooga los Angeles 


Portland 


25 mcg. 


1.5 mg. 
1 Gm. 


572 mg. 
5 mg. 
18 mg. 
6 mg. 
60 mg. 
2 mg. 


WARREN - TEED 
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New from Lederle 


a logical combination in appetite control 


meprobamate with dextro-amphetamine sulfate LEDERLE 


meprobamate eases 
tensions of dieting 


v 
d-amphetamine 
depresses appetite 
and elevates mood 


¥ 


Without 
overstimulation 


...Without 
insomnia 


... Without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate.......... 400 mg. 
Dosage: One tablet taken one-half 
to one hour before each meal. 


7 LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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The test—you might say the acid test—of an anticholinergic is simple: will 
it protect your patient from hyperacidity around the clock, even while he 
sleeps. The weakness of t.i.d. or q.i.d. preparations is well recognized; but 
even some “‘b.i.d.” encapsulations may be unreliable. McHardy, for instance, 
found a “widely variable duration of action, definitely less than that an- 
ticipated” in the “sustained,” “delayed,” and “gradual release” anticholiner- 
gics he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently 
long-acting ey (oxyphencyclimine) and Atarax, the non-secretory 
tranquilizer. Note the effectiveness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 

McHardy: “[Oxyphencyclimine] has proved to be an excellent sustained- 
action anticholinergic in our study of this agent over a period of 
eighteen months.” 

Kemp: “...for the majority of patients, one tablet every 12 hours pro- 
vided adequate control. This characteristic long action...may 
constitute an advantage of this drug as compared to coated 
‘long-acting’ preparations of other compounds.’ 


Add Atarax to this 12-hour anticholinergic. The resulting combination — 
ENARAX— now gives relief from emotional stress, in addition to a reduction 
of spasm and acid. Atarax does not stimulate gastric secretion. No serious 
adverse clinical reaction has ever been documented with Atarax. 


LOOK AT THE RESULTS WITH ENARAX*:: 
Does the medication you now prescribe assure you of all these benefits? 


If not, why not put your next patient with peptic ulcer or G.I. dysfunction 
on therapy that does. 


A SENTRY FOR THE G.I. TRACT 


DOES YOUR PRESENT ANTICHOLINERGIC R 
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IDE CONTINUOUS CONTROL OF ACID SECRETION 


MIDNIGHT 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.* 
MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN - 24-HOUR STUDY 


ao j— tincture of belladonna Q.6 h. 
10 mg. oxyphencyclimine q.12 h. 
\ A_| # 


Time, in hours 


Clinical Diagnosis: Peptic Ulcer — Gastritis — Gastro- 
enteritis — Colitis— Functional Bowel Syndrome —Duo- 
denitis—Hiatus Hernia (symptomatic)—Irritable Bowel 
Syndrome—Pylorospasm—Cardiospasm—Biliary Tract 
Dysfunctions—and Dysmenorrhea. 

Clinical Results: Effective in over 92% of cases. 


As for Safety: “Side reactions were uncommon, usu- 
ally no more than dryness of the mouth... .’” 


Each ENARAX tablet contains:: 


Oxyphencyclimine HCI LO Meg. 
Hydroxyzine (ATARAX®) 25 mg. 
Dosage: One-half to one tablet twice daily—preferably in 
the morning and before re The maintenance 

should be adjusted according to therapeutic response. 
Use with caution in patients with prostatic hypertrophy 
and with ophthalmological supervision only in glaucoma. 
Supplied: In bottles of 60 black-and-white scored tablets. 


References: 1. McHardy, G., et al.: J. Louisiana M. Soc. 
111:290 (Aug.) 1959. 2. Stel mann, F.: Study conducted 
at Cook County Hospital, C o-% Illinois, in press. 3. 
Kemp, J. A.: Antibiotic Med. & Clin. Therapy 6:534 (Sept.) 
1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 
5. Data in Roerig Medical Department files. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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More Condeniant 
A Route for 


Relief of 
Recurrent Throbbing 
HEADACHES 


including migraine 
syndromes, 

other vascular 
headaches, 
histaminic 
cephalalgia, 

and occipital 
neuralgia. 


In 2.5 cc. stainless steel vial with 
plastic oral adapter. Each cc. 
contains 9.0 mg. ergotamine 
tartrate. Each depression of 
the metering valve delivers, 
0.36 mg. ergotamine tartrate 
self-propelled from the oral 
adapter. 


; 


Medihaler-Ergotamine 


Oral Inhalation of Micronized Ergotamine Tartrate 


More Effective and Faster Acting 
than 1 mg. oral or sublingual ergotamine with 
or without caffeine. 

Dosage: A single inhalation Convenient...relief readily available any- 
at onset of headache. Repeat 

where, any time, without delay, without em- 
Any additional inhalations barrassment—vest-pocket size unit travels with 
should be spaced at intervals ; 

of not less than 5 minutes. the patient. 

Not more than 6 inhalations 

should be taken in any 24-hour Economical...each vial delivers at least 
period. 50 doses. 


Northridge, California 
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Tofranil 


brand of imipramine HCl 


In the treatment of depression 
Tofranil has established the 
remarkable record of producing 
remission or improvement in 
80 per cent 
cases 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular 
routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in all types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available 
on Request. 


Tofranil® (brand of imi igen ne HCI), tablets of 
25 mg., bottles of 100. Ampuls for intramuscular 
administration only, each containing 25 mg. in 

2 cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, E J., Jr.: ~. School Med. 
Univ. bpecriene 44: Fag! 1959. 2. Azima, H., 
and Vispo, R. H.: A. M. A. Arch. Neurol. & 
Psychiat. 81: 1959. 3. H. E.; 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. M., 
and MacPherson, A. S.: Canad. Psychiat. 
4:38, 1959. 5. Sloane, R.B.; ; Habib, A., and 
Batt, U. E.: Canad. M. A. 
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depression 


lights the road to recovery 
in 80 per cent of cases 
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more closely approaches the ideal diure# . 


“When compared to other members of this h : 
of compounds, this drug [NATURETIN] shows a sign; 0\ 


creased natriuresis and decreased loss of potassium 

bonate. In this respect it more closely approaches a 

‘ideal diuretic.’ It is effective upon continuous adminis 

causes no significant serum biochemical changes, It is 

in a wide variety of edematous and hypertensive ve! 
represents a significant advance in diuretic therapy.” F, 


pst Pharmacological observations on a more potent benzothi W d; 
Squibb Benzydroflumethiazide diuretic; accepted for publication by the American Heant 


Comparison of electrolyte excretion pattern for the 24 hours follo . 
typical doses of chlorothiazide, hydrochlorothiazide, and Nature... 


pus 


1.5 


1.0 


ry Si 
aindice 
al 
tions 


Urinary Volume (liters 
significantly increased 
with Naturetin 


Natriuresis (mEq./24 hr.)  Pota etic 
sodium excretion significantly q./24h 
increased with Naturetin 7 


\ 0.8 


w 


Bicarbonate Excretion 


(mEq./24 hr.) (mEq./24hr.) Yeast Batu 


least with Naturetin 


marked increases 


“aypical Doses: Chlorothiazide—1,000 mg.; Hydrochlorothiazide — 50 mg.; Naturetin (Benzydroflumethiazide)—5 
1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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i@lis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 


ing; to initiate therapy, up to 20 mg., once daily or in divided doses; for 


single 5 mg. tablet once a day 
ovides all these advantages’ 


action — in excess of 18 hours 

venient once-a-day dosage 
w daily dosage — more economical for the patient 
o significant alteration in normal electrolyte excretion pattern 
petitively effective as a diuretic and antihypertensive 

ter potency mg. for mg.—more than 100 times as potent as chlorothiazide 

tency maintained with continued administration 
w toxicity — few side effects — low salt diets not necessary 


mparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
isclose that smallest doses of Naturetin produce greater weight loss per day 


hypertension, Naturetin, alone or in combination with other anti- 
rtensives, produces significant decreases in mean blood pressure 
dother favorable clinical effects 


urpura and agranulocytosis not observed 
ergic reactions rarely observed 


| Reports (1959) to the Squibb Institute for Medical Research, 


j -Indications : in control of edema when diuresis is required, in congestive heart failure, 
premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
in steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
lfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 
indications: none, except in complete renal shutdown. 


Wutions: when Naturetin is added to an antihypertensive regimen including hydralazine, 


and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
tions; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
...in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 


to diabetes . .. when increased uric acid concentrations are noted . . . when signs— 
abdominal cramps, pruritus, paresthesia, rash — suggestive of hypersensitivity, are noted. 


—Dosage: in edema, average dose, 5 mg., once daily, preferably in the SQUIBB 


nance, 2.5 to 5.0 mg., daily in a single dose. In hypertension: suggested 
dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
individual response of the patient. When Naturetin is added to an anti- , 
ive regimen with other agents, lower maintenance doses of each Sy 
ould be used. Squibb Quality — 


the Priceless 
Ingredient 


—Supplied: tablets of 2.5 mg. and 5 mg. (scored). 


AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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properties 


new broad-spectrum 


greater inhibitory action...lower intake per 
dose...DECLOMYCIN produces equivalent or 
greater clinical activity with less antibiotic because 
of two basic factors: (1) increased potency, and 
(2) longer retention. 


broad-spectrum control in depth. Higher ac- 
tivity level enhances range of previous antibiotics, 
Some problem pathogens have been found more 
responsive. Strains of Pseudomonas, Proteus and 
A. aerogenes have proved sensitive to DECLoMyYCIN. 


sustained activity level. DECLOMYCIN main- 
tains a more constant level of activity. Infection is 
quickly resolved. 


24-48 hours extra activity... protection 
against relapse. Antimicrobial control is main- 
tained after stopping dosage. Most other antibiotics 
dissipate rapidly on withdrawal. 


REFERENCES: 

1-11. Papers read at Seventh Symposium on Antibiotics, 
Washington, D. C., November 4-6, 1959. 

12. Phillips, F. M.: DECLOMYCIN—Seventh Interim Report. 
Department of Clinical Investigation, Lederle Laboratories, 
Pearl River, N. Y., December 4, 1959. 

CAPSULES, 150 mg., bottles of 16 and 100. 

Dosage: average adult, 1 capsule four times daily. 
PEDIATRIC DROPS, 60 mg./cc. in bottle of 10 cc. with cali- 
brated dropper. 

ORAL SUSPENSION, 75 mg./5 cc. tsp. in 2 oz. bottle. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


a masterpiece of antibiotic design 


| 
| 
4 
A 
| 
| 
i 
H 
| 


ce per 
ent or 
ecause 
y, and 


her ac- 
biotics. 
1 more 
us and 
MYCIN, 


main- 
ction is 


ection 
main- 
ibiotics 


tibiotics, 


Report. 
yratories, 


vith cali- 


performance 


genitourinary infection. Roberts, M. S.; Seneca, H., 
and Lattimer, J. K.,! New York, N. Y. —Ninety-one percent 
of the Gram-positive and 27 per cent of the Gram- 
negative, among 66 organisms cultured from geni- 
tourinary infection, responded to DECLOMYCIN. 
Serum antibiotic activity was found three times 
greater than with tetracycline. 


toleration. Boger, W. P., and Gavin, J. J.,2 Norristown, 
Pennsylvania— Side effects with DECLOMYCIN were 
minimal. When dosage was 0.5 to | Gm. daily in 
divided doses, only two of 82 patients exhibited 
nausea. 


activity level sustentation. Kunin, C. M.; Dornbush, 
A. C., and Finland, M.,? Boston, Massachusetts—Of the 
four tetracycline analogues, DECLOMYCIN Demeth- 
ylchlortetracycline showed the longest sustained 
activity levels in the blood. 


gonococcal infection. Marmell, M., and Prigot, A.,‘ 
New York, N. Y.-Of 63 cases of gonorrhea, 61 
promptly responded after short courses of DECLO- 
MYCIN. Therapeutic effect was found equal to that 
of intramuscular penicillin. 


bronchopulmonary infection. Perry, D. M.; Hall, G. 
A., and Kirby, W. M. M.,5 Seattle, Washington — Of 30 cases 
of acute bacterial pneumonia, all were afebrile fol- 
lowing two to 10 days of treatment with DEcLo- 
MYCIN. Results were good in 21.... All of six 
patients with acute bronchitis responded promptly. 


pediatric infection.Fujii, R.; Ichihashi, H.; Minamitani, 
M.; Konno, M., and Ishibashi, T.,¢ Tokyo, Japan—In 309 pe- 
diatric patients with various infections, DECLo- 
MYCIN was effective in 75 per cent. 


urogenital infection. Vineyard, J. P.; Hogan, J., and 
Sanford, J. P.,” Dallas, Texas— Clinical response in pye- 
lonephritis correlated well with results of in vitro 
Sensitivity tests, which showed some strains of A. 


LEDERLE LAGORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QED 


aerogenes, Proteus and Pseudomonas more suscep- 
tible to DecLomycin Demethylchlortetracycline 
than to its analogues. 


pneumonia. Duke, C. J.; Katz, S., and Donohoe, R. F.,* 
Washington, D. C.— Results were satisfactory in all but 
two of 32 cases of acute bacterial pneumonia, of 
which only |1 were uncomplicated. No side effects 
were observed. 


brucellosis. Chavez Max G.,° Mexico, D. F., Mexico— All 
of nine patients with Br. melitensis infection were 
afebrile after five days on DECLoMyCcIN. Blood cul- 
tures were negative in all cases on the 20th day. 
Side effects were limited to slight temperature in- 
creases which abated in four days. 


pustular dermatosis. Biau, S., and Kanof, N. B.,"° New 
York, N. Y.—Results with DECLOMYCIN were excel- 
lent in both of two cases of impetigo, one of two 
cases of folliculitis, six of nine cases of furunculo- 
sis, all of three cases of acne rosacea and 26 of 45 
cases of acne vulgaris. Overall, results were excel- 
lent or good in 85 per cent. 


antibacterial spectrum. Finland, M.; Hirsch, H. A., 
and Kunin, C. M.,"" Boston, Massachusetts— DECLOMYCIN 
Demethylchlortetracycline was found the most ef- 
fective of the tetracycline analogues against two- 
thirds of 680 normally sensitive strains of 15 sepa- 
rate species. 


the over-all picture. combined results reported by 210 
clinical investigators*— DECLOMYCIN produced a fa- 
vorable response (cured or improved) in 87 per 
cent of 1,904 patients. Two-thirds of the patients 
received one capsule every six hours. Treatment 
was continued for as long as 180 days, but was 
between three and eight days in most, Side effects 
were seen in 9.9 per cent, but necessitated discon- 
tinuance of treatment in only 1.8 per cent. 
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(H.W.&D. brand of lututrin) 


IN PREMATURE LABOR 
THREATENED AND HABITUAL ABORTION 
AND DYSMENORRHEA 


LUTREXIN has been used successfully in functional dysmenorrhea’? 
for the past six years, as well as in selected cases of premature labor*-+5 
and threatened and habitual abortion.*” 


LUTREXIN exerts an indirect, as well as a direct, relaxing action on 
the uterus by blocking the pituitary hormones.* 


LUTREXIN administered orally decreases uterine contractions with- 
in thirty minutes.'-® 


LUTREXIN is a naturally occurring, non-steroid, uterine relaxing 
hormone, biochemically different from other ovarian hormones. 


. Jones, G. S. and Smith, F.: Am. J. Obstet. Gynecol., Vol. 67, No. 3, 628-633, 1954. 
Jones, Scott S.: Northwest Medicine, Vol. 54, 1253-1254, 1955. 

Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 1955. 
Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No. 3, 1957. 
Rezek, G. H.: Annals of The N.Y. Academy of Sciences, Vol. 75, 995-997, 1959. 
Hardy, E. D.: to be published. 

Trythall, S.W.: The Journal-Mich. State Med. Soc., p. 711, 1958. 

Bryant, H. H.: to be published. 

Bryant, H. H.: Annals of The N.Y. Academy of Sci , Vol. 75, 1037-1038, 1959. 
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in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 
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Thyr Oiditis: Classification, Etiology, and Clinical 


Features Observed in 49 Cases* 


ERNEST H. YOUNT, M.D.,+ Winston-Salem, N. C. 


Unquestionably this condition, in one of its various clinical categories, is not infrequently missed 
as a cause of symptoms and signs. Its frequency is suggested by the series reported here. 


BECAUSE A NUMBER OF DIVERSE CONDITIONS of 
the thyroid gland have been loosely termed 
“thyroiditis,” there exists considerable con- 
fusion as to the implications of this diagnosis. 
Acute, subacute, and chronic variants are 
recognized, and acute thyroiditis may be 
suppurative or nonsuppurative; in the latter 
type the clinical course and the pathologic 
appearance of the gland are indistinguishable 
from a subacute disorder. 


During the 10 year period from 1948 to 
1958, 49 patients with thyroiditis were seen 
in the North Carolina Baptist Hospital. The 
following discussion of the clinical features 
of this disease is based largely on the findings 
in these 49 cases. 


Acute Suppurative Thyroiditis 


Acute suppurative thyroiditis is extremely 
rare, only one case having been diagnosed in 
our hospital during the 10 year period. This 
disorder results from invasion of the thyroid 
by pyogenic bacteria. It is debatable whether 
such bacteria are blood-borne or spread by 
way of the lymph system; cases have been 
reported, however, following dental infec- 
tions or extractions. The infection is often 
fulminating and the onset acute, with fever, 
chills, and leukocytosis. The suppurative 
process tends to localize within a nodular 


*Read before the Section on Medicine, Southern Medical 
Association, Fitty Third Annual Meeting, Atlanta, Ga., No- 
16- 1959. 


rtment of Medicine, Bowman Gray School of 


Wake Forest and the North Bap- 
tist Hospital, Winston- Cc 


A 


goiter, but if the involved gland is normal 
the process will be diffuse. 

When the diagnosis is made early and 
aspiration performed to permit identification 
of the organism and determination of its 
drug sensitivity, the administration of anti- 
biotics is most effective. Surgical incision and 
drainage are indicated when the infection 
fails to subside under adequate chemotherapy 
or when there is abscess formation. 


Subacute Thyroiditis 
(Nonsuppurative Thyroiditis) 


Subacute thyroiditis is an entity that has 
been described under various synonyms: 
acute or subacute nonsuppurative thyroiditis, 
acute noninfectious thyroiditis, acute diffuse 
thyroiditis, and subacute thyroiditis. The 
pathologic findings have been identified by 
such terms as granulomatous thyroiditis, 
pseudotuberculous thyroiditis, giant cell 
thyroiditis, and struma fibrosa. 


This illness is probably more common 
than is generally realized. During the 10 
year period from 1948 to 1958, 25 cases were 
diagnosed in our institution. Twenty-three 
were in women, whose ages ranged from 26 
to 65 years (averaging 41), and 2 were in men, 
aged 36 and 43. Since it is not our policy to 
perform a biopsy in such cases, and since 
this self-limited illness generally does not 
require surgical treatment, pathologic proof 
of the diagnosis was rarely obtained. Only 3 
patients in this series were subjected to 
operation, and in these the typical pathologic 
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picture of multinucleate giant cells was 
found. 


History and clinical course. The onset of 
subacute thyroiditis may be abrupt, as in acute 
suppurative thyroiditis, or insidious. It has 
often been described as occurring after an 
upper respiratory infection, but since the 
patient may not correctly differentiate be- 
tween a sore throat and a sore thyroid gland, 
such a history is open to question. Two pa- 
tients in our series, however, had a definite 
diagnosis of pharyngitis made immediately 
prior to the onset of the thyroiditis, and 2 
others had a preceding dental infection. In 
several of the patients the diagnosis of 
thyroiditis was first made late in their illness, 
and the clinical course witnessed by us rep- 
resented a subsiding phase of the disease. 
Three of the patients had been known to 
have goiters for periods ranging from | to 
26 years prior to the onset of subacute 
thyroiditis. In these cases the possibility of 
hemorrhage into a pre-existing nodule or 
cyst throws some doubt on the diagnosis of 
thyroiditis. 

The duration of subacute thyroiditis is re- 
ported as extremely variable, ranging from 
one day to months. As might be anticipated 
in a series made up chiefly of referred pa- 
tients, chronicity was a feature of this group. 
Symptoms, which were often vague, were 
present from 2 weeks to 5 months, and the 
average duration of the illness was 40 days. 


Symptoms and signs. All but one of the 
patients in this series complained primarily 
of increased fatigability and tenderness in 
the region of the thyroid gland. The one 
exception was an asymptomatic case in which 
the diagnosis was established surgically. 
Radiation of pain into the ears and into the 
back of the neck was a common complaint. 
Dysphagia was not frequent, but on occasion 
was extreme, necessitating intravenous fluids. 
Several of these patients presented a picture 
suggestive of hyperthyroidism, with increased 
fatigability, sweating, palpation and weak- 
ness, but without abnormal eye signs. 

Subacute thyroiditis is characterized by 
low-grade fever, and 25% of the patients in 
this series had a temperature above 101°F. 
when they were first seen. In only one in- 
stance was a temperature in excess of 103°F. 
recorded during the course of the illness. In 
every case palpation revealed diffuse enlarge- 
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ment of the thyroid, which had an abnormally 
firm or hard consistency. Heat and redness 
were rarely encountered. 


Laboratory findings. Elevation of the 
protein-bound iodine is frequently associated 
with subacute thyroiditis, and may be a con- 
sequence of cell injury with resultant libera- 
tion of stored hormone. The protein-bound 
iodine level was determined in only 13 of 
the 25 patients in this series, and ranged from 
3.0 to 10.0 micrograms per 100 cc., with a 
mean of 6.0 micrograms per 100 cc. In spite 
of the elevated protein-bound iodine and the 
occasional clinical picture of hyperthyroidism, 
Robbins and his co-workers! have shown that 
the radioactive iodine uptake is diminished 
during the course of subacute thyroiditis. 
This finding has been attributed to the in- 
creased amount of circulating thyroid 
hormone lost from the diseased gland which, 
in turn, suppresses the anterior pituitary 
stimulation of the thyroid. Favoring this ex- 
planation is the demonstration that the ad- 
ministration of thyrotropin to patients with 
subacute thyroiditis increases the uptake of 
radioiodine, although not quite to normal 
levels.2 

Other laboratory findings in subacute 
thyroiditis include elevation of the sedimen- 
tation rate and the leukocyte count. In 
general the leukocytosis is not striking, and 
in only 2 of our 25 patients was the white cell 
count in excess of 15,000 per cu.mm. 

Treatment. Evaluation of therapeutic 
measures is difficult because of the tendency 
to spontaneous healing and the variable 
duration of the disease. The use of anti- 
biotics and antithyroid drugs, such as 
propylthiouracil, has been tried with little 
or no benefit. Crile? has reported an excel- 
lent response to irradiation, with subsidence 
of pain within several days following the 
institution of therapy. Five patients in this 
group were treated with roentgen therapy. 
The benefit observed in 3 was debatable and 
could be attributed to coincidence; in the 
other 2 patients no improvement was noted. 

Administration of adrenal corticosteroids 
almost invariably suppresses the inflam- 
mation, and hence all signs and symptoms 
of the disease. A dose of 100 to 200 mg. of 
cortisone (or its equivalent) per day is 
usually sufficient for an antiphlogistic effect; 
withdrawal of therapy, however, may be fol- 
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lowed by a recurrence of the illness. Two pa- 
tients in this series received $ separate courses 
of steroid therapy before a permanent re- 
mission was obtained. During the 24 to 36 
hours required for a response to steroid 
therapy, ice collars, analgesics, and bed rest 
will afford some symptomatic relief. 


Chronic Thyroiditis 
Two types of chronic thyroiditis, Hashi- 
moto’s and Riedel’s, are generally recognized. 
Hashimoto’s Disease. 


Chronic thyroiditis of the Hashimoto 
variety is also known as struma lymphomatosa, 
lymphoid goiter, and lymphocytic thyroid- 
itis. The incidence of this disorder is about 
the same as that of subacute thyroiditis; in 
our series there were 23 patients with Hashi- 
moto’s disease and 25 patients with subacute 
thyroiditis. This type of chronic thyroiditis 
is almost invaribly a disease of women, and 
the sex ratio in our series (22 women to | 
man) parallels that reported by others. The 
ages of our patients at the time of operation 
ranged from 23 to 63 years, with an average 
age of 42. The only man in the series was 
39 years of age. 

Etiology. Many theories have been ad- 
vanced to explain the etiology of this dis- 
order, and the preponderance of cases in 
women has been attributed to the increased 
need for iodine during puberty, pregnancy, 
and the menopause. The current favorite is 
the theory of auto-immunity—first suggested 
by Hektoen and his associates* in 1927, when 
they demonstrated that saline extracts of 
thyroid glands have distinctive immunologic 
properties. Precipitating antibodies developed 
in the serum of a rabbit receiving injections 
of thyroid extract from another species. More 
recently Rose and Witebsky* produced 
iso-antibodies by sensitizing one rabbit to 
thyroglobulin from another, and later they 
demonstrated the formation of antibodies in 
animals given injections of their own thyroid 
extract. 

These workers then removed one lobe of a 
rabbit’s thyroid, extracted the thyroglobulin, 
and reinjected it into the animal; antibodies 
to the thyroglobulin formed in approxi- 
mately 3 weeks.5 When the remaining lobe 
was removed after an additional month, 
the microscopic appearance resembled the 
thyroid in Hashimoto’s disease. The next 
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step was to determine whether patients with 
Hashimoto’s disease have antibodies to 
thyroglobulin in their sera. Of the first 18 
patients so tested, 12 demonstrated these 
antibodies.5 

Other findings which support the theory 
of auto-immunity include alterations in the 
serum proteins of patients with chronic 
thyroiditis, elevation of the gamma globulin, 
and abnormalities in the cephalin flocculation 
test, the colloidal gold curves, and the thymol 
turbidity determinations.® 


As a result of these studies the suggestion 
has been made that Hashimoto’s disease is 
produced when thyroglobulin is released from 
the gland and initiates an auto-immune 
process.?7 Such a release of thyroglobulin 
could possibly result from damage to the 
gland, and thyrotoxicosis or subacute thyroid- 
itis has been suspected as the precipitating 
event. Both conditions, like Hashimoto's 
disease, occur predominantly in women; 
lymphoid changes similar to those of chronic 
thyroiditis are found in thyrotoxic glands, 
while antibodies to thyroglobulin have been 
noted in subacute thyroiditis. None of the 
23 patients in our series, however, gave a 
history suggestive of pre-existing thyrotoxi- 
cosis or subacute thyroiditis. 

Final acceptance of the auto-immune con- 
cept will depend on the results of further 
studies. Other theories of etiology which 
have previously received serious considera- 
tion before being abandoned include excess 
pituitary stimulation, alteration of adrenal 
function, and dietary inadequacies. Despite 
the term “thyroiditis,” few authorities believe 
this disorder to be infectious. 

Symptoms and signs. In our experience, 
chronic thyroiditis of this type has produced 
no systemic manifestations, and no patients 
in our series complained of tenderness, fever, 
or weakness. More than 50% of the patients 
presenting themselves for examination com- 
plained primarily of discomfort on swallow- 
ing and a choking sensation. In every in- 
stance the thyroid was enlarged when the 
patient was first seen, and was known to 
have been enlarged for periods varying from 
2 weeks to 30 years and averaging 4 years. An 
impression of nodularity, obtained in the 
vast majority of cases, was probably due to 
distortion of the lobulations of the gland, 
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since no true nodular goiter was described on 
pathologic examination. The goiters varied 
widely in size, and the specimens removed at 
operation ranged from 13 to 67 Gm., with an 
average weight of 40 Gm. 

Laboratory findings. Accessory clinical 
studies are of little help in this disorder. In 
our series there was no leukocytosis or sig- 
nificant elevation of the sedimentation rate. 
Protein-bound iodine determinations were 
done in 6 patients and the values were low, 
ranging from 2.2 to 5.2 micrograms per 
100 cc., with a mean of 3.9 micrograms per 
100 cc. Our data regarding radioactive iodine 
uptake studies are inadequate. McConahey 
and Keating,’ however, have reported normal 
uptake and excretion of radioiodine in cases 
of Hashimoto’s disease—even in 5 patients 
who were clinically myxedematous when 
tested. 


Treatment. Occasionally, in early cases of 
Hashimoto’s disease, the thyroid enlarge- 
ment will regress if full doses of dessicated 
thyroid are administered. Neither thyroxin 
nor thyronine appears to be more effective 
for this purpose than dessicated thyroid. If re- 
gression occurs it will generally be detectable 
within 6 months.® 

Thyroidectomy is indicated for Hashi- 
moto’s disease when the patient desires relief 
from symptoms of pressure or from a cos- 
metically unacceptable goiter, or when there 
is any suspicion of a neoplasm. In a series 
reported by Lindsay and his co-workers’® 
associated malignancy was found in 12% of 
the cases of Hashimoto’s disease. Operation 
was performed on each of the 23 patients in 
our group. While postoperative hypo- 
thyroidism has not, to my knowledge, oc- 
curred in any of these 23 patients, Lindsay 
and associates!® reported it as a sequel to 
thyroidectomy in one third of their cases— 
an incidence distinctly greater than that fol- 
lowing operation for involutional nodular 
goiter. To date, none of our patients has had 
a recurrence of thyroid enlargement follow- 
ing operation here, although 2 patients in the 
series had postoperative recurrences when 
they were first seen in our hospital. 

Riedel’s struma. 

Riedel’s struma, also known as ligneous 
thyroiditis or invasive fibrous thyroiditis, is 
a rare entity which was not encountered in 
our hospital during the period of this study. 
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Up to 1931 only 41 authentic cases had been 
recorded.!! In 1957, however, Woolner and 
his associates!? reported 20 cases observed 
during a 36 year interval. This disease, like 
Hashimoto’s, occurs primarily in women, al- 
though the patients are generally of an older 
age group. The onset is insidious and 
pressure symptoms are common. The gland 
is usually enlarged and lard, and involve. 
ment extends beyond the thyroid capsule to 
adjacent structures. Although the condition 
appears to be inflammatory, the exact etiology 
remains unknown. There seems to be little 
evidence supporting the concept that fibrous 
thyroiditis represents the end result of Hashi- 
moto’s disease. Although operation may be 
indicated to obtain a biopsy specimen and to 
clear the trachea, the process is apparently 
self-limited. 


Summary 


Forty-nine cases of thyroiditis seen at a 
general hospital over a period of 10 years have 
been analyzed. Some of the clinical features 
have been presented, and etiologic factors 
have been discussed. 
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Discussion (Abstract) 


Dr. E. Garland Herndon, Jr., Atlanta, Ga. 1 have 
certainly found Dr. Yount’s presentation on the sub- 
ject of thyroiditis to be an interesting one. There 
are several points which are worthy of re-emphasis. 
In my experience there have been several patients 
with subacute thyroiditis who sought medical help 
from ear, nose, and throat specialists because of the 
radiation of pain. As mentioned by Dr. Yount, pain 
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will often radiate into the ear or into the post- 
auricular area which leads the patient to suspect an 
ear or mastoid infection and, of course, careful ex- 
amination reveals no abnormality of the ear or the 
immediate adjacent structures. 

I, too, have been impressed by patients with 
subacute thyroiditis presenting with symptoms and 
signs very suggestive of acute thyrotoxicosis. The 
finding of an elevated serum protein-bound iodine 
in such a patient can be confusing, particularly when 
the radioactive-iodine uptake is low. Undoubtedly 
these patients do have transient thyrotoxicosis be- 
cause of the apparent release of amounts of 
thyroid hormone into the circulation. The differential 
diagnosis, however, between the thyrotoxicosis of 
subacute thyroiditis and Graves’ disease is not dif- 
ficult for, in the former, the gland is often nodular, 
firm, and tender, whereas in the latter the gland is 
diffusely enlarged and not firm. In addition, the 
RAI uptake is low in the former and is almost in- 
variably elevated in the latter. 

The management of subacute thyroiditis, as men- 
tioned by Dr. Yount, can be difficult because of the 
tendency for recurrence of the acute inflammatory 
process or an exacerbation following withdrawal of 
corticoids. I have had the greatest success in using a 
combination of reserpine, analgesics, ice collar, and 
prednisone, 40 mg., daily for 3 days, then reducing 
the dosage by 5 mg. daily. 

It is also important, in evaluating any patient with 
a nodular firm thyroid to carefully inquire into the 
history regarding previous symptoms of thyroiditis. 
In doing so one can often avoid the necessity for 
surgical intervention. 


“Probably the most interesting development in the 


field of thyroidology since the discovery of tri-iodo- 
thyronine is the finding of an antibody to thyro- 
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globulin in the serum of certain patients with struma 
lymphomatosa (Hashimoto’s disease).” (Owen, C. 
A.: J. Clin. Endocrinol. 18:1015, 1958.) As noted by 
Dr. Yount, this finding led to a better understanding 
of the possible etiology of Hashimoto’s disease and in 
part refuted the immunologist’s dictum that no ani- 
mal reacts to his own protein by forming antibodies. 

It is of interest that approximately 25% of patients 
with subacute thyroiditis in one series had demon- 
strable antibodies against their own thyroglobulin. 
This, of course, immediately raises the possibility that 
Hashimoto's disease may be the result of some cases 
of subacute thyroiditis. 

The question that is still bothersome has to do 
with the mechanism whereby thyroglobulin initially 
escapes into the circulation. However, it seems well 
proven that thyroglobulin escapes, which leads to a 
histologic picture resembling that seen in the thyroids 
of animals given large doses of radioiodine, i.e., 
lymphoid infiltration occurs, plasma cells accompany 
the lymphocytes and eosinophilic degeneration of the 
epithelium occurs. It is believed that the plasma cells 
produce the antibodies to the thyroglobulin and 
hence a chain reaction results, i.e., colloid escapes, 
plasma-cell reaction, antibody formation, antigen- 
antibody precipitation within thyroidal follicles, ad- 
ditional epithelial damage, increased leakage of 
colloid and so on. 

Dr. Yount’s fairly large series of cases of thyroiditis 
collected over a relatively short period indicates that 
thyroiditis is not an uncommon disorder and should 
be thought of in any patient presenting with sore 
throat, fever, pain in or behind the ears, and mid- 
line, low neck tenderness. Conversely, subacute 
thyroiditis should be considered in any patient pre- 
senting with the symptoms of acute thyrotoxicosis 
without eye signs. 
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How Can the Program of the Section 
on Medicine Be Most Effective? 


ELLARD M. YOW, M.D.,+ Houston, Tex. 


LET ME SAY AT THE OUTSET, that in my opinion 
the Section on Medicine of the Southern 
Medical Association can be of most value to 
the members of the Section if the programs are 
so designed that the most recent and im- 
portant developments in clinical investigation 
can be brought to the practicing internist. I 
believe there would be little disagreement in 
this general objective, but the term “clinical 
investigation” does not mean the same thing 
to all members of the Section, and even if we 
could all agree on the material to be included 
in the program there would be differences of 
opinion on how it should be presented and 
where the emphasis should be. 

The noun xAuwes, meaning “bed,” and the 
verb xAwew meaning “to recline” or “lean,” 
must have meant a great deal to the Greeks. 
Not only was the bed used for purposes of 
rest but the couch was apparently an impor- 
tant part of the furnishings of the Greek 
living room. It may be that this piece of 
furniture was the secret of the profundity 
of the Greek philosophers. The English word 
“clinic” derived from this Greek stem origi- 
nally meant “bed,” and the medical connota- 
tion was that of “a patient in bed.” This in 
turn gave rise to the terms “clinical practice,” 
“clinician,” “clinical teaching,” and “clinical 
research,” all indicating activity centered 
around the presence of a patient in bed and 
later, at least the presence of a patient. 
(Etymologically speaking, the analyst and his 
couch probably represents the most nearly 
true practice of “clinical” medicine.) The 
term “clinic” was extended to include groups 
of physicians working together in the practice 
of clinical medicine. In recent years the word 


*Chairman’s Address, read before the Section on Medicine, 
Southern Medical Association Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 


= the Baylor University College of Medicine, Houston, 
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“clinic” is used by psychiatrists, sociologists, 
musicians, and even insurance underwriters, 
to indicate the assemblage of a group of in- 
dividuals for the purpose of studying and dis- 
cussing problems related to the application of 
their profession to human beings. 


In medicine, the term “clinical investiga- 
tion” means any investigation which may im- 
mediately or ultimately have an application 
to the sick patient. This supposition is based 
on the scientific material presented at societies 
for clinical research and published in journals 
of clinical research. At a recent meeting of a 
Clinical Research Society the program in- 
cluded the titles: “Further Observations on 
the Acetylcholinesterose Enzyme in PNH 
Erythrocytes,” and “Jn Vitro Lipid Synthesis 
and Non-Esterified Fatty Acid Content of 
Adipose Tissue from Mice in a Variety of 
Nutritional States.” At another society the 
audience was told about “Enzymatic Activity 
of the Isolated Glomerulus in Normal and 
Nephrotic Rats.” The work behind these 
titles is undoubtedly important and may ulti- 
mately have clinical application in a positive 
or negative way, but the volume of basic in- 
vestigation is so great and the information so 
technical that there must be interpreters and 
appraisers for most practicing physicians and 
for the investigator working in another field 
of medicine. 

It is not surprising then that the term 
“clinical research” suggests different meanings 
to different physicians. One member of the 
section would interpret the suggestion that the 
programs contain a presentation of the re- 
sults of recent significant clinical investiga- 
tion as meaning presenting recent advances in 
the diagnosis and treatment of patients; others 
would interpret this as meaning the discussion 
of patients; others would interpret this as 
meaning the discussion of research which has 
contributed to the understanding of the 


| 
| 
| 
| 
H 
| 
i 
ait 
| 
| 
i 
| 
4 
| | 
| 
tik 
| 
| 
| 
| 
| 
i 
i 
i 
| i 
i 


VOLUME 53 


mechanism of disease or its management; and 
a few would interpret this as meaning the 

resentation of basic in vitro or animal studies 
which might ultimately have some application 
to the diagnosis and treatment of patients. 


All of these interpretations must be recog- 
nized as valid ones if one accepts the com- 
mon usage of the term “clinical investigation” 
today. But since there is this variation in in- 
terpretation, the officers in charge of the 
preparation of the program must decide what 
proportion of the members of the section are 
represented by these 3 varying points of view. 
In making this decision it must be kept in 
mind that above all, the members of the sec- 
tion are primarily practicing internists. This 
does not suggest, however, that a majority of 
the members are interested only in “How do 
I diagnose it?” or “How can I treat it?” By 
and large, practicing internists differ from 
the academic teacher and investigator mainly 
in emphasis, and to a lesser degree in imme- 
diate objectives and methods. Most practicing 
internists today are as well-trained as the 
academician and an increasing number have 
had training in both laboratory and bedside 
research and some are still actively partici- 
pating in clinical research. The programs 
then should be designed to keep pace with the 
increasing number of physicians in practice 
who are interested in basic mechanisms of 
disease and who will feel that attending the 
Section on Medicine of the Southern Medical 
Association is an essential part of their con- 
tinuing educational program. 


If we agree that the program should in- 
clude recent significant contributions to the 
field of internal medicine, how can this ob- 
jective be best achieved? Today, the number 
of papers published in the field of Internal 
Medicine alone is so great that no physician 
can be expected to read them all or to evalu- 
ate their significance. Adding additional 
papers at the sectional meeting and pub- 
lishing them in the Journal, only adds to the 
problem unless these papers are so presented 
that they aid the physician in evaluating the 
relative merits of the conclusions reached. 
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This, in my opinion, can best be done by hav- 
ing 2 general types of papers on the program. 
One, the presentation of the results of his most 
recent studies by an individual who has made 
significant original contributions to the un- 
derstanding of a disease; and second, an 
evaluation of the recent developments in one 
field of medicine or one disease by a person 
who has been working in the specific field, 
though he may not himself have made origi- 
nal contributions to the field. In other words, 
the person presenting the paper should be in 
a position to be familiar with the most recent 
published papers and unpublished material 
presented at specialized societies dealing with 
the subject and as a result of his own knowl- 
edge of the subject, to present it to the mem- 
bers of the section in an authentic fashion. 
The essential background data should be in- 
cluded, but the mechanism by which the 
conclusions were proved to be correct need 
not be described in detail. These papers may 
take the form of up-to-date reviews of a sub- 
ject or more frequently, the brief review of 
the background along with a more detailed 
analysis of the recent discoveries contributing 
to the new concept of the subject. 


The level of “clinical investigation” re- 
ported may vary somewhat, but generally 
should have a fairly direct application to the 
diagnosis and treatment of a pathologic state 
or at least to the understanding of some 
mechanism of disease. There is no place for 
papers that might accurately be paraphrased 
as saying “Look what I can do. Why don’t 
you send me your patients so that they can 
have the advantage of my care?”; or “Let me 
tell you about an interesting problem and 
see if you can help solve it”; or “Don’t forget 
that I am still in practice.” 


In conclusion, I would like to see the 
Section on Medicine of the Southern Medical 
Association be a place where the practicing 
internist can hear about the latest discoveries 
in basic and clinical research that may more or 
less directly contribute to his understanding 
of a disease process, its recognition or man- 
agement. 
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A Review of Urologic Complications 
in Cancer of the Cervix" 


LEONARD PALUMBO, JR., M.D., LUTHER TALBERT, M.D., 
OCTAVIUS B. BONNER, JR., M.D.,t| CHARLES A. BREAM, M.D., 
and ROBERT A. ROSS, M.D.,{ Chapel Hill, N. C. 


Urologic complications in this disease are the bane of the gynecologic surgeon. The authors 
consider the various complications encountered, and the investigations indicated before 
treatment is outlined. The role of preoperative irradiation in the development 


of urologic complications is evaluated. 


THIs REPORT represents one facet of the first 
complete survey of cervical cancer at the 
North Carolina Memorial Hospital. While it 
is planned to confine this discussion to the 
problem of the urologic complications en- 
countered as well as the management of these 
complications, it would seem appropriate to 
review briefly in this initial report the mag- 
nitude of the problem in this institution, with 
some mention of pretherapeutic diagnostic 
procedures and treatment. No attempt will 
be made to evaluate and discuss 5 year arrests, 
since the interval covered and numbers of 
patients treated 5 years or more is not sig- 
nificant. 


Material 
This study covers a period of 7 years, from 
the opening of the hospital on September 2, 
1952, to September 1, 1959. Table 1 reveals 
*Read before the Section on 
Fifty-Third Annual 
vember 16:19, 1959. 


+Trainee of the American Cancer Society. 
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the following information. 

Since inception of patient service, 51,000 
patients have been admitted to the North 
Carolina Memorial Hospital. A total of 5,375 
admissions, a considerable number consti- 
tuting readmission, were for malignancies and 
account for 10.5% of all admissions. There 
were 1,318 admissions for cancer on the gyne- 
cology service, including patients with car- 
cinoma in situ, constituting 24% of the total 
admissions for cancer to the hospital. During 
the same period of time, 3,180 patients were 
admitted to the gynecology service, indicating 
that 42% of the total gynecologic admissions 
were for some form of pre-invasive or invasive 
cancer. It came as a surprise to us that, while 
gynecologic admissions accounted for only 
6.2% of total hospital admissions, gynecologic 
cancer accounted for 24% of total admissions 
for cancer. 

Table 2 reveals that a total of 570 genital 
cancers were seen, of which 378 or 66.5% were 
cervical cancer. There were an additional 118 
patients with carcinoma in situ for a com- 
bined total of 688 cases. This represents 21% 
of all malignancies registered in this hospital. 


TABLE 1 
NORTH CAROLINA MEMORIAL HOSPITAL CANCER ADMISSION STATISTICS 


Per Cent Per Cent 
Ca Admissions Gynecologic Ca of Ca 
Admissions 


Total hospital admissions 


10.5 
Total cancer admissions 5,375 } 
Total gynecologic cancer admissions 1,318 
Total gynecologic admissions 3,180 } 
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TABLE 2 
NUMBER GYNECOLOGIC MALIGNANCIES 


% Cervical 
Cancer 
Carcinoma of the cervix 378 
66.5% 
Other malignancies 192 
Total gynecologic malignancies 570 
Carcinoma in situ of cervix 118 


Total invasive and pre- 
invasive malignancies 688 


During the 7 year period covered in this 
study, 378 patients with invasive cancer of 
the cervix were seen. This group of patients 
arbitrarily may be divided into three cate- 
gories. Group I consists of new patients diag- 
nosed here or elsewhere who have had no 
previous treatment. This group must be sub- 
divided into those who received all of their 
treatment in this institution and those who 
received some part of their treatment, usually 
x-ray therapy, elsewhere under our indirect 
supervision. Group II consists of those pa- 
tients who were first diagnosed and partially 
treated elsewhere and then referred to us for 
completion of therapy. Group III consists of 
patients who had been treated elsewhere, ade- 
quately or inadequately, and who were re- 
ferred for consideration of additional treat- 
ment because of residual disease. A discussion 
of occurrence and management of urologic 
complications in the treatment of cervical car- 
cinoma does not necessitate a division of pa- 
tients into the various groups for the purpose 
of this report. 

In table 3, the 378 cervical carcinomas have 
been divided into years and stages. Twenty- 
six, or 6.7%, of these patients could not be 
properly classified as to stage since they had 
had some therapy prior to their initial visit 


TABLE 3 
378 CERVICAL CANCERS BY YEAR AND STAGE 


here and necessary information could not be 
obtained. Patients thought to have Stage I 
carcinoma constituted 33% of the entire 
group. Considering that most of our patients 
are of the lower socio-economic strata, it was 
gratifying to us to find that this large a pro- 
portion of our patients were seen with lesions 
in Stage I. We were surprised to find that 
33 of 124 patients with Stage I carcinoma were 
diagnosed on the basis of a cold-knife coniza- 
tion procedure, which in our hands usually 
indicates that there is no grossly apparent 
lesion. The detection of these lesions must 
be attributed to cytologic screening. 


There were 139 (36.7%) patients with Stage 
II carcinoma, 58 (15.2%) with Stage III and 
31 (8.2%) with Stage IV lesions. 

In table 4, fourteen (3.7%) of the patients 
had adenocarcinoma, and 10 patients (2.6%) 
were pregnant at the time of diagnosis or at 
the time of the onset of symptoms. Thirty 
patients (7.9%) had carcinoma originating in 
the cervical stump remaining after previous 
subtotal hysterectomy. This figure is higher 
than is usually reported, and probably indi- 
cates a higher incidence of the subtotal pro- 
cedure in our state in the past. We hope to 
see a significant reduction in this figure in 
the future. 


Findings Before Therapy 


To better evaluate the extent of the lesion 
and to establish a set of baseline studies for 
future reference in the event of progression 
of the disease or complications of therapy 
thereof, we have initiated a routine set of 
studies to be done on all patients with carci- 
noma of the cervix. Patients with cervical 
carcinoma are admitted to the hospital for 


TABLE 4 


378 CERVICAL CANCERS BY YEAR, RACE, HISTOLOGY 
AND OTHER VARIATIONS 


Race Adeno- 
Year Negro Caucasian carcinoma Pregnancy Stump 
Number of 1 2 3 
39-52 23 1 6 4 3 0 9 1954 18 16 0 0 6 
1954 47 3 2 1956 21 26 1 2 2 
1955 65 2 146 7 7 8 1957 22 27 1 2 6 
1957 54 8 9 24 5 7 1 1959 19 15 0 0 1 
1958 69 ‘wT s ss 6 2 Rad. Hyst. 22 41 4 4 1 
1959 38 10 4 4 8 2 0 
Total 378 33 8G Total 161 217 14 10 80 
% of Total 86 246 36.7 152 82 6.7 % of Total 3.7 2.6 79 
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these studies as soon as the diagnosis is made. 
They consist of history, general physical ex- 
amination, hemogram, urinalysis, urine cul- 
ture, chest x-ray studies, blood urea nitrogen, 
intravenous pyelogram, cystoscopy, and proc- 
toscopy. In patients with Stages III and IV 
lesions, a barium enema and bone survey by 
x-ray are done in addition to the other studies. 

For the purposes of this paper, only blood 
urea nitrogen, cystoscopy, and intravenous 
pyelograms are discussed. Patients who were 
treated prior to being seen here are not in- 
cluded in these results. 

Blood Urea Nitrogen. A BUN. of 20 mg. 
per 100 cc. or more is considered abnormal 
in our laboratory. A total of 284 determina- 
tions were done prior to therapy in patients 
with all stages of cervical carcinoma. Of these, 
13 or 4.5% were abnormal. There was an 
incidence of 3.2% abnormal BUN.’s in pa- 
tients with Stage I carcinoma, 1.7% in Stage 
II, 8.1% in Stage III, and 15.3% in Stage IV. 

Cystoscopy. This procedure is performed 
by a member of the Urology Department. 
Findings of bladder invasion, bullous edema, 
and elevation of the trigone were considered 
abnormal. Two hundred thirty-three cysto- 
scopic examinations were done. Forty-seven, 
or 20.1%, were abnormal. There was an in- 
cidence of 4.4% abnormal cystoscopic find- 
ings in patients with Stage I carcinoma, 6.8% 
in Stage II, 40.5% in Stage III, and 95.2% 
in Stage IV. Bladder biopsies were done in 
4 of the patients with abnormal cystoscopic 
findings, and 3 of these 4 were positive for 
carcinoma. 

Intravenous Pyelogram. This study was 
done on 300 patients. It was considered ab- 
normal if there was any evidence of hydro- 
nephrosis, hydroureter, or displacement of 
the ureter. Findings such as nephrolithiasis or 
intrinsic renal disease were eliminated as not 
related to the disease. Fifty-three patients were 
found to have abnormal I.V.P.’s, an incidence 
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of 17.6 per cent. There was an incidence of 
7.2% abnormal intravenous urograms in pa- 
tients with Stage I, 10.1% in Stage Il, 31.4% 
in Stage III, and 70.8% in Stage IV. 

These findings indicate, as one would ex- 
pect, an increasing incidence of abnormalities 
with progression of the disease. These results 
are summarized in table 5. 


Therapy 


Irradiation. 

The majority of patients in this series 
were treated conventionally with irradiation 
therapy. Each patient, of course, will present 
individual problems and anatomic variations 
which preclude standardization of a technic, 
but certain objectives of therapy may be 
enumerated. Except in the presence of spe- 
cific contraindications, radium is first applied 
to the cervix, uterine cavity and fornices 
by the use of an Ernst applicator, a fully 
loaded applicator holding 90 mg. of radium. 
The applicator is usually loaded with 20 mg. 
of radium in the distal segment of the tan- 
dem, 10 mg. in the central segment and no 
radium in the proximal segment. Each of 
the 6 colpostats are loaded with 10 mg. A 
standard T-tube or London applicator is 
usually used when the Ernst applicator is not 
feasible. 

In order to adequately irradiate tumor- 
bearing. tissue without causing radionecrosis 
of surrounding normal tissue, calculation of 
roentgen dosages to the various points in the 
pelvis is essential. Consequently, dosage is cal- 
culated to cervix, bladder, rectum, Point A 
and Point B. X-ray films for the estimation of 
the proximity of the bladder and rectum to 
the radium source are obtained immediately 
after the patient leaves the recovery room and 
prior to her return to the ward. Standard 
Ernst tables are used to calculate radium dos- 
age with the Ernst applicator. When other 


TABLE 5 
URINARY PRETREATMENT FINDINGS 


BUN. 
Stage Done Abnormal % Abnormal Done 
I 93 8 3.2 68 
Il 116 2 1.7 102 
Ill 49 4 8.1 42 
IV 26 4 15.3 21 
Total 284 18 4.5 233 


Cystoscopy 
Abnormal % Abnormal Done Abnormal % Abnormal 
3 44 97 7 7.2 
7 6.8 128 13 10.1 
17 40.5 5] 16 31.4 
20 95.2 24 17 70.8 
47 20.1 300 53 17.6 
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applicators are used, calculations are on the 
basis of the “inverse square law.” 

The total contemplated dose of radium is 
usually given in 2 applications with an in- 
terval of 2 weeks between applications. This 
is usually followed in 2 weeks by the initia- 
tion of x-ray therapy, using a 200 kv. machine, 
90 ma. half-value layer 1.09 mm. Cu. and de- 
livering 2,200 to 2,500 r. in air to each of 2 
anterior and 2 posterior ports over a period 
of 4 to 5 weeks. The ports are separated by 
4 to 5 cm. to avoid overtreating the midline 
structures. Actually, one would hope to de- 
liver by means of this combined treatment 
8,000 to 10,000 r. to Point A, 4,000 to 5,000 r. 
to Point B, and 15,000 to 20,000 r. to the 
cervix with not in excess of 4,000 to 6,000 
r. to the bladder and rectum. 

Radical Hysterectomy. 

That we are interested in the current re- 
evaluation of radical hysterectomy and pelvic 
lymphadenectomy in the treatment of cancer 
of the cervix is obvious. Sixty-three patients 
were subjected to radical hysterectomy for an 
operability rate of 16.6%, or one in every 6 
patients seen. Our policy has been to perform 
the operation in selected patients who are 
considered to have Stage I or II lesions, al- 
though 2 patients with Stage III lesions were 
operated upon. The operability rate in Stage 
I was 37 operations in 124 patients, or 30 per 
cent. In Stage II carcinoma, 24 of 139 patients 
were operated upon, or 17.1 per cent. The 
combined operability in Stages I and II was 
23.2 per cent (Table 6). 


Any results reported in the future regard- 


TABLE 6 


RADICAL HYSTERECTOMY 
OPERABILITY AND POSITIVE NODES 
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ing patients who have been subjected to radi- 
cal hysterectomy will not be an accomplish- 
ment of surgery alone, as 53 patients or 84% 
of the patients in the operative group have re- 
ceived some form of irradiation, usually 
radium, prior to operation. We recognize that 
the unusually high incidence of complications 
of the urinary tract to be discussed shortly, 
may well be attributed to this combined 
therapy and may necessitate a change in man- 
agement in the future. 

That the marked changes occurring in the 
urinary tract postoperatively are a conse- 
quence of the operative procedure rather than 
changes produced by tumor prior to operation 
is confirmed by the findings before treatment 
in these patients (Table 7). All preoperative 
BUN. determinations were normal; one pa- 
tient showed slight elevation of the bladder 
base on cystoscopic examination, and 2 pa- 
tients had unilateral hydronephrosis demon- 
strated by intravenous urograms. 


Urologic Complications and Management 


The urologic complications of cervical can- 
cer must be divided into those due to the 
malignancy itself and those directly attribu- 
table to therapy. 

Complications Due to Cancer. 


The development of fistulas of the urinary 
tract, primarily vesicovaginal fistulas, is a late 
manifestation of this disease. That damage 
has already occurred to the urinary tract prior 
to this is readily confirmed by the diagnostic 
findings before therapy which have already 
been presented. Reviewed briefly, these find- 
ings revealed, as one would expect, a pro- 
gressive increase in abnormal findings involv- 
ing urinary function as the disease progresses. 
If we focus our attention on the findings be- 
fore therapy in patients with Stage IV carci- 


Stage Number of Patients Operability Positive Nodes 
I 37 30% 6 (16.2%) noma, of which there were 31 in this series, 
we find a significant number of elevated 
ale BUN.’s, abnormal urography in 70% of the 
Total 63 23.2% 12 (19 %) patients, and abnormal cystoscopic findings in 
TABLE 7 


URINARY PRETREATMENT FINDINGS IN RADICAL HYSTERECTOMY CASES 


BUN. 
Done Abnormal % Abnormal 
25 
19 
2 
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Cystoscopy LV.P. 
Done Abnormal % Abnormal Done Abnormal % Abnormal 
1 36 0 0 
0 0 23 2 8 
0 0 2 0 0 
1 2.1 61 2 3.2 
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virtually all of the patients. Since none of the 
patients in the series developed fistulas prior 
to therapy, we merely are trying to substan- 
tiate with statistical evidence the clinical im- 
pression that the ureters and kidneys are com- 
promised long before fistula formation occurs. 
The extremely low incidence of bladder 
biopsies in this series (4 per 378 patients) 
stems from the reluctance of our urologist 
colleagues, who do all of our cystoscopic ex- 
aminations, to do a biopsy on this organ. 
Vesicovaginal Fistula Due to Cancer. 


There were 15 vesicovaginal fistulas in the 
series attributable to cancer. None occurred 
prior to, or during the course of therapy. All 
occurred as a result of failure to respond to 
the therapy initially or of residual disease be- 
coming apparent at a later date. The intervals 
between the completion of therapy and de- 
velopment of the fistulas varied between 2 
months and 17 years, with the majority falling 
in the 6 to 18 month interval. Fourteen of the 
15 patients had been treated with irradiation 
therapy and one by radical hysterectomy. 

In this group, 5 patients were offered pal- 
liative diversion of the urinary tract. Two of 
these patients had ureterosigmoidostomies, 2 
had bilateral cutaneous ureterostomies and 
one had the ureters transplanted into an iso- 
lated segment of terminal ileum with a skin 
ileostomy. It is of interest that the average 
survival time of these patients following op- 
eration was only 5 months, the longest sur- 
vival being 11 months, but we feel that the 
procedure may have contributed somewhat 
to alleviation of the troublesome symptoms 
of constant wetting of the vulvar and perineal 
skin. The remaining patients had no surgical 
intervention because of obviously limited 
prospects of longevity (Table 8). 

There were no recognized ureteral fistulas 
arising from cancer or irradiation therapy, 
although we are cognizant of the difficulties 
in the differentiation of vesicovaginal and 
ureterovaginal fistulas in the patient with 


TABLE 8 
VESICOVAGINAL FISTULAS DUE TO CARCINOMA 


No therapy 10 
U igmoid: y 2 
Bilateral cutaneous ureterostomy 2 
Bricker pouch 1 

Total 15 
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fistula formation on the basis of extensive 
pelvic malignancy. 


Complications Due to Irradiation Therapy. 


1. Irradiation Cystitis. Five patients have 
had major degrees of irradiation cystitis, the 
most frequent symptoms being dysuria, fre- 
quency, urgency and hematuria. The symp- 
toms have usually occurred 12 to 24 months 
following irradiation therapy, and have per- 
sisted for 1 to 12 months. All have responded 
to conservative management. 

2. Vesicovaginal Fistulas. Although a 
vesicovaginal fistula secondary to irradiation 
therapy could not be found among the group 
of patients reported, we are of the opinion 
that one such patient has been lost to follow- 
up or the chart misplaced. Since we have not 
had occasion to attempt to close a fistula due 
to irradiation in this institution, we speak 
with no authority. Drawing upon previous 
experience, however, it can be said without 
fear of contradiction that attempted repair 
of these fistulas is accompanied by a high 
rate of failure. While many of these fistulas 
may ultimately be repaired by one or more 
attempts, either by the vaginal or abdominal 
approach, we can envision situations in which 
the destruction of the bladder is extensive 
enough to necessitate some form of procedure 
for urinary diversion. In such a situation we 
would of course prefer the creation of an 
artificial reservoir, using either ileum or ter- 
minal sigmoid, to ureterosigmoidostomy or 
cutaneous transplants. 

3. Ureterovaginal Fistula. There have 
been none in this series related to irradia- 
tion therapy. 

Complications Due to Radical Hysterectomy. 

The entire time allotted for presentation 
of this report could have been devoted to 
the subject of urologic complications follow- 
ing radical hysterectomy. We hope in the 
future to add a report on this subject to the 
already voluminous literature. It is imme- 
diately apparent that our incidence of urinary 
tract complications is as high if not higher 
than has been reported by most writers 
on the subject. Our combined incidence of 
ureterovaginal and vesicovaginal fistulas is 
19 per cent. We have included in this report 
another major complication which is not often 
emphasized in reports on the subject, namely, 
postoperative ureteral strictures. 
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1. Vesicovaginal Fistulas. In this series, 
5 fistulas have occurred in 63 operative pro- 
cedures, for an incidence of 8 per cent. One 
fistula closed spontaneously 5 months post- 
operatively and one was closed operatively 5 
months after operation. Two patients have 
refused further operation and are living with- 
out evidence of residual cancer 3 years after 
therapy. The remaining patient developed a 
vesicovaginal fistula 6 weeks after radical 
hysterectomy and partial cystectomy for re- 
sidual carcinoma after complete irradiation 
therapy for a Stage I lesion. This patient died 
of residual carcinoma 9 months after opera- 
tion and no attempt at repair was made 
(Table 9). 

2. Ureterovaginal Fistulas. There have 
been 7 such fistulas resulting from radical 
hysterectomy in 63 procedures, for an inci- 
dence of 11 per cent (Table 10). 

One of these patients had the affected 
ureter reimplanted in the bladder. She now 
has marked hydronephrosis and hydroureter 
on the involved side because of stricture for- 
mation at the site of the ureteroneocystostomy. 

One patient healed spontaneously over a 
ureteral catheter and at the time of death 
of residual carcinoma 15 months later had 
no urinary leakage. 

An attempt was made to repair one fistula 
5 days after occurrence with subsequent break- 
down and continued urinary leakage. How- 
ever, the ureter healed spontaneously 12 
months postoperatively after the patient re- 


TABLE 9 
VESICOVAGINAL FISTULAS DUE TO RADICAL SURGERY 


Operative closure 

Spontaneous closure 

Refused operative closure 

Not closed due to advanced carcinoma 


| 


Total 


TABLE 10 


URETEROVAGINAL FISTULAS DUE TO RADICAL 
SURGERY 


U: 
Spontaneous closure over ureteral cath. 
Spontaneous closure—no ureteral cath. 
Nephrectomy 

No therapy because of advanced cancer 
No therapy—recent 


Total 
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fused further therapy. This patient now has 
good renal function bilaterally. 


One patient had a nephrectomy at another 
hospital 2 months after operation, leaving the 
patient in a somewhat precarious situation 
should any difficulty involving the other kid- 
ney occur. 

One patient died of residual carcinoma 3 
months after operation; no attempt at closure 
had been made. 

Two patients have ureteral fistulas of re- 
cent origin, and it is planned to attempt 
ureteroneocystostomies 4 to 6 months after 
operation if progressive renal damage prior 
to this time does not force intervention 
sooner. 


3. Ureteral Strictures Following Radical 
Surgery. In our series, this group of patients 
has presented the most serious urologic com- 
plication of radical surgery so far as the ulti- 
mate outcome to the kidney is concerned 
(Table 11). There were 6 patients in this 
category. Of these, 2 have ultimately required 
nephrectomy, 2 have had pyelostomies and 
2 patients have had surgical therapy advised 
because of progressive hydronephrosis and 
have refused this. One of the latter has severe 
hypertension, thought to be related to uni- 
lateral renal disease. A brief resumé of one 
of these patients who is representative of the 
problems involved is presented. 

Mrs. C. C., (NCMH Unit Number 00-32-21) a 32 
year old white gravida 0, was first seen here in 1952 
because of a positive cytologic smear from the cervix. 
A conization of the cervix revealed invasive epider- 
moid carcinoma of the cervix uteri. 

She was given 5,800 mg. hrs. of radium by an intra- 
uterine tandem applicator and vaginal colpostats fol- 
lowing which a radical hysterectomy was performed 
without difficulty, no residual carcinoma being found 
in the specimen. Intravenous urograms 2 months after 
operation revealed delayed excretion and moderate 
hydronephrosis on the right. At this time, she was 
treated with sulfisoxazole for right-sided pyelone- 
phritis, the urine culture growing Esch. coli. 

Thirteen months after operation she was admitted 
because of repeated bouts of pyelonephritis involving 
the right kidney and progressive hydronephrosis and 


TABLE 11 
URETERAL STRICTURES DUE TO RADICAL SURGERY 


Ultimate nephrectomy 2 

Pyelostomy $e 

Surgical therapy advised—refused 2 
Total 7 


*One ureter obstructed by pressure from pelvic abscess. 
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hydroureter on the right. On cystoscopy she was found 
to have a stricture on the right side, 3 cm. above the 
ureteral orifice. In endeavoring to dilate the stricture 
the ureter was perforated. Consequently a cutaneous 
ureterostomy was performed on the right side. She 
continued to have repeated bouts of acute pyelone- 
phritis on the involved side, terminating in a virtually 
destroyed kidney. Nephrectomy of the right kidney 
was performed on April 22, 1959. She is now living 
without evidence of residual disease and with good 
function of the remaining kidney. 

One additional patient deserves mention 
at this point because of postoperative ureteral 
obstruction, arising from compression of the 
ureter by a pelvic abscess. 

This patient had a radical hysterectomy on Nov. 
29, 1955. Two weeks later her temperature rose to 
101° F., and I.V.P. showed marked hydroureter and 
hydronephrosis on the right. A ureteral catheter 
could not be passed beyond 22 cm. Urine cultures 
grew Ps. pyocyanea. Because of a continued febrile 
course, marked hydronephrosis and inability to cathe- 
terize the right ureter, a right pyelostomy was done 
on Dec. 20, 3 weeks postoperatively. The patient 
continued to have temperature elevations to 106° F. 
and developed gangrene of the right leg. Blood cul- 
tures grew out Ps. pyocyanea. She died on Dec. 30, 
1955, immediately after drainage of a large pelvic 
abscess under local anesthesia. 

In retrospect, the febrile course, gangrene 
and ureteral obstruction were probably on 
the basis of the pelvic abscess, and with ear- 
lier drainage this catastrophe might have been 
averted. This patient is the only operative 
mortality in the series. 


4. Pyelonephritis Complicating Radical 
Hysterectomy. Pyelonephritis has, in our ex- 
perience, been the most common complica- 
tion of radical surgery for cervical carcinoma. 
Among the 63 procedures, there have been 
23 patients (37%) with this complication, oc- 
curring either immediately postoperatively or 
at a later date. 

Ten of these patients had some compli- 
cating obstructive phenomenon involving the 
lower ureters. These have included pressure 
from pelvic abscesses, stricture formation, 
ureterovaginal fistulas and obstruction from 
residual cancer. None of the patients with 
ureteral obstruction had an adequate and 
lasting response to antibiotic or chemothera- 
peutic agents until the obstruction was re- 
lieved. 


All patients with no obstructive uropathy 
responded satisfactorily to therapy and are 
now symptom-free with normal urinalysis. All 
pathogens recovered on culture have been 
of the enteric group of organisms, the most 
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common being Aerobacter Klebsiella, Proteus, 
Pseudomonas, and Esch. coli in order of fre- 
quency of occurrence. Unfortunately, we do 
not have follow-up cultures on the patients 
apparently responding to therapy. 


5. Bladder Atony Following Radical Sur- 
gery. It is apparent that virtually all pa- 
tients who have been subjected to radical 
hysterectomy will have some degree of atony 
of the urinary bladder, requiring catheter 
drainage for a variable period of time. In this 
series, there have been 10 patients (16%) who 
maintained a residual urine after voiding of 
over 100 ml. for a period of time greater than 
2 weeks. All have responded eventually to 
conservative management. This had included 
catheter drainage, bladder stimulants and ir- 
ritants, and time. Because of frequent lack or 
diminution of any sensation of bladder filling 
in the postoperative period, our patients have 
been instructed to void at frequent intervals 
to prevent over-distention of the bladder after 
the catheter has been removed. 


Palliative Procedures Involving the 
Urinary Tract 


It is well-known that the majority of pa- 
tients dying of cervical carcinoma die of 
uremia secondary to obstructive uropathy. We 
do not believe, however, that procedures for 
urinary diversion are justified for no other 
purpose than to prolong life in a patient who 
already is in a great deal of pain from meta- 
static or extensive disease locally, although 
we recognize that this is a matter of indi- 
vidual philosophy. 

We do, however, believe that urinary di- 
version may be justified in a few patients who 
are not in pain and who do not have exten- 
sive metastatic disease, hoping to add a few 
months of relatively comfortable life. 


Palliative diversion of the urinary tract for 
fistulas has been discussed previously and will 
not be mentioned again. 


Of 127 patients dead of carcinoma of the 
cervix, procedures for urinary diversion have 
been performed in 10 because of obstructive 
uropathy secondary to cervical carcinoma. Of 
these, 3 were cutaneous ureterostomies, 3 
were ureterosigmoidostomies and 4 were pye- 
lostomies. Of this group of patients, the aver- 
age survival time was two and a half months, 
the longest survival being 4 months. Of the 
3 procedures, ureterosigmoidostomy appears 
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to be the most easily manageable, and should 
probably be elected when feasible, if any pro- 
cedure is to be done (Table 12). 


Summary 


1. A series of 378 cervical carcinomas seen 
during a 7 year period has been reviewed and 
emphasis directed toward the urologic com- 
plications of this disease and its treatment. 

2. A number of diagnostic procedures be- 
fore therapy are proposed for patients with 
cancer of the cervix and the findings related 
to urinary tract function are presented. 

3. The technics and objectives of irradia- 
tion therapy, as well as the role of radical 
hysterectomy, in the treatment of cervical can- 
cer are described. The complications and the 
management of complications due to the dis- 
ease, as well as to each method of the treat- 
ment, are summarized. 

4. The indications and types of palliative 
urinary tract diversion procedures are men- 
tioned. 


Conclusions 


1. The increased proportion of Stage I 
carcinoma of the cervix emphasizes the sig- 
nificant role of routine cytologic studies in 
the detection of this disease in its covert form. 

2. The changes which are found by urog- 
raphy and cystoscopy prior to the onset of 
clinical symptoms referable to the urinary 
system, necessitate a complete evaluation of 
the urinary tract prior to the initiation of 
therapy. This makes possible not only a more 
accurate determination of the extent of the 
disease, but also a more intelligent interpre- 
tation of subsequent alterations. 

3. The most obvious manifestation of in- 
volvement of the urinary tract by cervical 
cancer is the development of vesicovaginal 
fistulas. Extensive damage to the urinary tract 
usually has occurred long before fistulas have 
formed. In our experience, patients who have 
developed vesicovaginal fistulas due to cancer 


TABLE 12 


PALLIATIVE PROCEDURES FOR OBSTRUCTIVE 
UROPATHY DUE TO CARCINOMA 


Cutaneous ureterostomy 


U i id 


7 


Pyelostomy 
Total 
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have developed the defect subsequent to, 
rather than prior to, therapy. 

4. The incidence of urologic complications 
directly attributable to irradiation therapy has 
been negligible. Until we are able to report 
5 year arrests of cervical cancer, comparable 
by stage to the results reported by others, it 
would be presumptuous to place too much 
emphasis upon this aspect of our treatment. 
Adequate safeguards to protect the bladder, 
as well as the rectum, against overdosage are 
essential and have been followed. 


5. The high incidence of urologic com- 
plications associated with radical hysterectomy 
in this series exceeds that found in many re- 
ports. We recognize that the addition of pre- 
operative radium therapy may be an impor- 
tant factor in these untoward complications 
and ultimately may necessitate a change in 
this method of therapy. 


6. The development of postoperative 
ureteral strictures, which frequently is not 
reported in discussions dealing with the com- 
plications of radical hysterectomy, constitute 
a major complication in this series and por- 
tends an ominous prognosis for the involved 
kidney. Routine postoperative urography is 
necessary for the early detection of these com- 
plications. 


7. If radical hysterectomy is to continue 
to constitute a method of treatment of cer- 
vical cancer, it can only be hoped that it will 
be possible to reduce the high incidence of 
serious complications in the urinary tract 
without compromising the purpose of the 
operation. 


8. It is believed that palliative diversion 
of the urinary stream occasionally is justified 
in a selected group of patients. 


Discussion (Abstract) 


Dr. Hugh M. Hill, Gainesville, Fla. As a former 
associate of the authors of this paper at the University 
of North Carolina, I am happy to have this oppor- 
tunity to open the discussion on this paper presented 
by Dr. Palumbo and his colleagues in which they 
review the urologic complications arising in 378 cases 
of cervical carcinoma treated at the University of 
North Carolina’s Memorial Hospital in a 7 year 
period. Their cases of cervical malignancy have been 
carefully surveyed, and they have emphasized the 
various urinary complications resulting from the thera- 
peutic approaches used. 


Injury to the urinary tract at various levels has 


haunted gynecologic surgeons since the beginning of 
definitive gynecologic surgery. Although insult to the 
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bladder or ureter may occur in the management of 
benign pelvic disease, it is in the treatment of ma- 
lignant disease especially, that urinary complications 
remain a challenging and distressing problem. This 
report, as well as numerous other similar studies, 
sadly reminds us that a satisfactory solution to these 
difficulties continues to elude us. Dr. Palumbo has 
told us that the incidence of urinary fistulas in the 
North Carolina series is 19%, a figure somewhat higher 
than that usually noted in comparable studies. This, 
he suggests, might be attributed to preoperative radia- 
tion given in selected surgical cases in his clinic. Be 
that as it may, the literature on the subject discloses 
a reported incidence of about 10 per cent. Wertheim 
originally gave an incidence of 10%, and Meigs’ most 
recent series reveals an incidence of only 9 per cent. 
However, Sampson in reporting the early experience 
at Johns Hopkins, reported fistula formation in 14%, 
while Bland found ureteral injury in 19% of his 
series, the identical incidence recorded in the paper 
today. It is thus apparent that there has been no 
significant change in the occurrence of this distressing 
complication, and it is disturbing to observe that no 
solution to this continuing problem is currently in 
sight. 

In commenting on several items in this paper, it 
is worthwhile to note first that 33% of the patients 
were seen initially with Stage I lesions, 25% of which 
were diagnosed on the basis of cold knife conization. 
This presumes that there was no discernible lesion 
and Pap smears were obtained which dictated the 
necessity of conization. This, of course, is a gratifying 
sequence of events, and stresses anew the vital and 
ever-increasing importance of cytologic and conization 
technics. 

Dr. Palumbo has emphasized, and wisely so, the 
desirability of an exhaustive pretherapeutic urologic 
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investigation. This serves not only to establish a base- 
line for future reference in the event of progression 
of the disease, but also offers a valuable prognostic 
clue to the course of the disease. 

Attention in this North Carolina series is focused 
upon the problem of postoperative ureteral strictures, 
a difficulty which is sometimes met but seldom re- 
ported in discussions dealing with the complications 
of radical hysterectomy. The infrequent authors who 
have mentioned this type of urinary complication 
have likewise had sad experiences with this problem. 
Dr. Palumbo and his associates are to be commended 
for reminding us of the serious prognosis for the 
involved kidney which postoperative ureteral stricture 
carries with it. 

Although this presentation raises many intriguing 
topics for discussion, one of the most provocative 
subjects in my opinion deals with the question of 
preoperative radiation for patients who are to be 
subjected to radical hysterectomy. Dr. Palumbo has 
stated that preoperative radiation may be an important 
contributing factor to their 19% incidence of urinary 
fistulas. It is granted that the influence of preopera- 
tive radiation is difficult to assess, but I cannot help 
but wonder with Dr. Palumbo if elimination of pre- 
operative radium might serve to reduce the incidence 
of fistula formation in the patients selected for radi- 
cal surgery. The experience of other authors, notably 
Meigs, suggests that patients who develop fistulas 
following preoperative radiation have a more tem- 
pestuous clinical course. In any event, revision of the 
method of therapy with elimination of preoperative 
radium may be a factor in curtailing the incidence 
of urinary complications which torments Dr. Palumbo 
and all those who seek to alleviate by radiation or 
surgery the unresolved problem of cervical malignancy. 
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Benign and Malignant Intrathoracic 
Tumors Simulating Gallbladder 


Disease* 


J. P. WOODHALL, M.D., Macon, Ga. 


The diagnosis of gallbladder disease is usually thought of as relatively simple. It is for this reason 
that the analysis of the history and examination of the patient are incomplete. The hazards of 
the “easy” diagnosis and an uncritical approach to laparotomy are emphasized by the author. 


IN THE DIAGNOsIS of abdominal disease the 
most common symptom we encounter is pain, 
and so often the proper interpretation of pain 
is essential to the recognition of the organ and 
disease process involved. Abdominal pain may 
arise from the intraperitoneal organs, the ex- 
traperitoneal organs, the vertebral column 
and the thorax. Obviously, we wish to inter- 
vene surgically when indicated, and in the 
proper place and at the proper time, but too 
often we are pressed by the patient’s predomi- 
nating desire for relief of pain and it is hard 
to remember that relief will come best 
through considered diagnosis and then correct 
treatment. 

The diagnosis of acute cholecystitis and 
chronic cholecystitis with cholelithiasis ordi- 
narily is not difficult. The pain sequences are 
familiar. In acute cholecystitis there is gener- 
ally a rapid onset of right upper quadrant or 
epigastric pain. The pain persists and may 
radiate to the back or to the interscapular 
area. It is associated with tenderness and mus- 
cle spasm in the region of the right costal 
margin. The pain of chronic cholelithiasis de- 
velops when a stone traverses the cystic duct 
or, on entering, dislodges back into the gall- 
bladder. The attacks are intermittent and the 
right upper quadrant or epigastric pain is 
severe. Often this pain radiates along the 
eighth dorsal segment to the angle of the 
scapula or interscapularly. These pain sequen- 
ces with the rest of the history, physical exam- 
ination and laboratory tests usually serve to 


*Read before the Section on Surgery, Southern Medical As- 
ee Annual Meeting, Atlanta, Ga., November 


make the diagnosis in gallbladder disease a 
routine matter. But it is not always so, for 
similar symptoms may be present in other dis- 
eases: for example, acute appendicitis, intesti- 
nal obstruction, ruptured ulcer, necrotizing or 
edematous pancreatitis, hepatic engorgement, 
gonococcal peritonitis, acute gastritis, renal 
and ureteral colic, tabetic crisis, herpes zoster, 
spinal cord tumor, tumor of the vertebral 
body, abdominal aneurysm, coronary insuffi- 
ciency with angina or occlusion, pneumonia, 
pleurisy, hiatal hernia and an intrathoracic 
tumor may and have caused confusion by sim- 
ulating some stage of some form of gallblad- 
der disease. 
Pain 

The pain which patients describe to us falls 
into three broad classifications: visceral pain, 
somatic pain and referred pain. 

Visceral pain arises from the visceral peri- 
toneum and abdominal organs. It is described 
by the patient in vague terms such as indiges- 
tion, nausea, cramping, colic or discomfort. 
Visceral pain appears in response to irritation 
of engorged mucosa, distention or spasm of 
the muscular elements of an organ, or upon 
traction of the mesenteric attachments of an 
organ. The visceral peritoneum and abdomi- 
nal organs are innervated by the autonomic 
system. The parasympathetic component is 
supplied by the vagus nerve which descends 
into the body cavities by way of the esophageal 
plexus where it supplies fibers not only to the 
esophagus, but to the bronchial tree, the myo- 
cardium and the stomach. The remaining 
fibers then pass through the celiac ganglion 
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located at the level of the twelfth thoracic 
vertebra immediately inferior to the crura of 
the diaphragm. From the celiac ganglion, 
fibers pass to the liver, gallbladder, common 
bile duct, pancreas, spleen, adrenals, kidneys, 
ureters, small intestines and the large intestine 
as far as the splenic flexure. The parasympa- 
thetic supply for the remainder of the large 
bowel, the bladder, the prostate and the semi- 
nal vesicles is supplied by the nervi erigenti 
arising from the second, third and fourth sac- 
ral segments. 

The sympathetic supply to the abdominal 
viscera is supplied by the great splanchnic 
nerve (T5 to T9), the lesser splanchnic nerve 
(T10 to T11), and the least splanchnic nerve 
(T12). These nerves likewise enter the celiac 
ganglion with some of the fibers entering the 
superior mesenteric ganglion and the inferior 
mesenteric ganglion. The postsympathetic 
fibers from these ganglia supply sympathetic 
fibers to the stomach, small and large bowel, 
liver, gallbladder, common bile duct, pan- 
creas, spleen, kidneys, ureters, urinary bladder 
and prostate.! Although the autonomic system 
is mainly efferent in function, the sympathetic 
nerves contain afferent or pain fibers. These 
are sparse in number when compared with the 
innervation of somatic origin. Both afferent 
and efferent sympathetic nerve fibers from 
both sides of the body are interconnected 
within the spinal cord. Because of the sparsity 
of the visceral afferent nerves and the com- 
plexity of their central connection, a massive 
stimulus is usually required to initiate painful 
impulses and pain of visceral origin is diffi- 
cult to characterize and localize.* 

Somatic pain arises from the abdominal 
wall and parietal peritoneum. It can usually 
be sharply localized by the patient. 

The abdominal wall and parietal peri- 
toneum are innervated by the lower 6 inter- 
costal nerves (T6-T12) and the iliohypogas- 
tric branch of the first lumbar nerve (L1). It 
should be remembered that the lower inter- 
costal nerves angle sharply to end in the ab- 
dominal wall and that irritation of them 
within the thorax is felt most frequently as 
abdominal pain. Pain arising in the abdomi- 
nal wall or parietal peritoneum travels so- 
matic sensory pathways, tends to be distinctly 
felt and well localized by the patient. 


Referred pain is a term used to describe the 
localization of pain in a structure other than 
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the one initiating the painful impulses. Thus 
in gallstone colic the pain may be referred to 
the angle of the right scapula or interscapu- 
larly in the area of the eighth dorsal segment. 
Generally pain is referred to a site innervated 
by the same or adjacent neural segments. Pain 
from any source, somatic or visceral, may 
spread centrally in the cord or higher in the 
central nervous system, and thus be felt close 
to the site of its true origin or may be felt as 
referred pain in a site other than the primary 
source. 


We may find all 3 types of pain occurring 
in succession or simultaneously. It is better to 
analyze the pain and understand its produc- 
tion than to perform the art of diagnosis de- 
pendent solely on the broad, familiar symp- 
tom complexes of disease. When we make an 
intellectual effort to interpret the pain prob- 
lems of our patients, we will be less likely to 
make errors in diagnosis. 


Three of the following 4 cases illustrate the 
failure to interpret abdominal pain correctly 
and, as well, demonstrate that the ordering of 
a chest film will serve at times to eliminate 
much mental and physical anguish. 


Case Reports 


Case 1. A 50 year old white woman was first seen in 
Nov., 1951, with a 3 year history of right upper quad- 
rant pain. This pain was described as “band-like in 
the right upper quadrant, cramping, and drawing in 
the muscles leaving a dent.” The pain was intense, 
occurring intermittently but at least every month. 
Sometimes the pain felt deep but rarely so. There was 
no nausea or vomiting. She often had indigestion and 
“gas” after eating. There was no radiation of the pain 
to the back or shoulder and there was no backache. 

During this 3 year period of pain several doctors 
(either 3 or 4) wished to remove her gallbladder when 
she consulted them. Her family physician, however, on 
the basis of several normal visualizations of the gall- 
bladder had warned her not to let anyone do this. No 
chest film was taken during this period. The patient 
in the meantime had taken out hospitalization insur- 
ance to which the insuring company had added a 
rider eliminating responsibility for hospitalization for 
gallbladder disease. 

In Oct., 1951, the patient saw a tuberculosis x-ray 
survey truck on the main street of her home town, 
stepped in and had her first chest x-ray examination. 
Figure 1 demonstrates a neurofibroma-like tumor of 
the eighth thoracic nerve. The vertebral body and 
pedicle have been eroded by pressure. On Jan. 8, 1952, 
this tumor was removed transthoracically. It proved to 
be a perineural fibroblastoma. After removal the right 
upper quadrant pain was cured and the patient has 
remained well since. 


Comment. The diagnosis of the cause of 
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FIG. 1 


Perineural fibroblastoma arising from right 8th thoracic 
nerve. 


pain often requires thorough study and long 
observation of the patient. It is amazing that 
no chest film was taken during this patient’s 
3 years of suffering. The localization of pain 
without evidence of intra-abdominal disease 
and the contraction of the muscles during the 
seizures suggested segmental nerve pain. It 
was a pleasure, at a later date, to help this 
patient have her insurance company remove 


FIG. 2 


Lung carcinoma involving posterior chest wall. 
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the rider about gallbladder disease from her 
hospitalization insurance policy. 

Case 2. A 75 year old white man was seen, in April, 
1953, by his physician complaining of right upper 
quadrant pain. There was no radiation of pain. Gall- 
bladder visualization demonstrated a normally func- 
tioning gallbladder with no evidence of cholelithiasis. 
On May 13, because of persisting pain, abdominal ex- 
ploration was performed and the appendix and gall- 
bladder were removed. These were essentially normal 
organs; the right upper quadrant pain persisted and 
was finally associated with backache. 

On July 22, the first chest film (Fig. 2) was taken. 
This film demonstrated an intrathoracic tumor. Ex- 
ploration of this tumor was limited to biopsy which 
was reported as anaplastic carcinoma of squamous ori- 
gin compatible with lung carcinoma. The tumor in- 
volved the thoracic cage posteriorly, particularly at 
the level of T8 and T9. The patient did not survive 
to receive irradiation, and the right upper quadrant 
pain remained unchanged until his death on Aug. 7, 
1953. 

Comment. It seems clear that this man’s 
right upper quadrant pain arose from the 
involvement by lung cancer of the eighth 
thoracic nerve. Abdominal surgery should not 
have been performed without a more com- 
plete study of the patient. A chest film would 
have simplified the diagnostic problem. 


Case 3. This 43 year old white man had attacks of 
right upper quadrant pain for one year prior to defini- 
tive diagnosis. He stated that something in the back 
seemed to “grab” in front. The pain would tighten the 
muscles. Rarely was this pain felt as girdle pain and 
never did he have chest or back pain. 

In Oct., 1955, he was sent to a radiologist with the 
diagnosis of gallbladder disease for a dye visualization 


FIG. 3 


Perineural fibroblastoma arising from right 8th thoracic 
nerve. 
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of the gallbladder and a gastrointestinal series. These 
proved to be normal but during the barium swallow 
the radiologist noticed a thoracic tumor fluoroscop- 
ically. Figure 3 demonstrated this neurofibroma-like 
tumor. This was removed transthoracically on Aug. 10, 
1955. The tumor arose from the right eighth thoracic 
nerve and on study proved to be a perineural fibro- 
blastoma. Removal of this tumor relieved the right 
upper quadrant pain. 

Comment. This pain of a grabbing, sudden 
character with tightening of the right upper 
quadrant muscles, intermittent, but persistent 
in recurrence, is suggestive of segmental nerve 
pain. Earlier diagnosis could have been 
achieved by substituting earlier study of the 
patient for the year-long symptomatic treat- 
ment of the patient. 


Case 4. A 68 year old white man was admitted to 
the hospital on July 24, 1958, with a chief complaint 
of lower right backache of 6 weeks duration, associ- 
ated with right upper quadrant pain. He was thought 
to have cholelithiasis but an x-ray film of the chest 
(Fig. 4) demonstrated an osteolytic defect of the right 
ninth rib posteriorly. A small tender area could be 
palpated overlying this rib and the eighth interspace. 

Exploration of this mass demonstrated that it in- 
volved the eighth thoracic nerve in the interspace and 
the ninth rib below. Biopsy was reported as metastatic 
squamous cell carcinoma. Cobalt-60 therapy was started 
with considerable relief of the back pain and the right 
upper quadrant pain. 


On Aug. 2, this diabetic patient went into acidosis. 
Concomitantly there was steady pain and muscle 
guarding in the right upper quadrant. The tempera- 
ture and white blood count became elevated for the 
first time. This acute attack lasted 3 days. The gall- 
bladder failed to visualize on dye study on Aug. 5; on 
the next day, the right upper quadrant was negative 
to palpation. This episode was interpreted as a mild 
attack of acute cholecystitis. 


As weeks passed therapy to the posterior area of 
tumor infiltration failed to control pain. Successive 


FIG. 4 
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chest films demonstrated the appearance of tumor 
growth in the right lower lobe of the lung. X-ray 
therapy did not appreciably change the downhill 
course of this patient. Death occurred on Nov. 4, 1958. 

At autopsy both a squamous cell carcinoma of the 
right lung and cholelithiasis were found. 

Comment. In this age group it is not un- 
usual to find 2 pathologic conditions in the 
same patient. Errors in diagnosis and treat- 
ment tend to be made when the diseased 
organ responsible for the symptoms is un- 
known but another diseased organ is found 
and blamed for the symptoms. Its removal 
fails to relieve the patient. This has often 
been recorded in association with spinal cord 
tumors when a diseased uterus or gallbladder 
has been removed without the relief of pain. 
It is necessary to analyze the pain carefully in 
order to make a proper discrimination. When 
this effort is made, confusion disappears. 


Discussion 


The pain when a lower thoracic nerve is 
stretched as in cases 1 and 3, or invaded by 
carcinoma as in cases 2 and 4, is always seg- 
mental in character. It is not a girdle-type 
pain but appears in the terminal divisions of 
the involved nerve. In these cases the pain 
was felt predominantly in the anterior divi- 
sion of the eighth right thoracic nerve and 
thus simulated gallbladder disease. The pain 
of acute cholecystitis is felt locally with irrita- 
tion of the overlying peritoneum and tends to 
be steady with a rapid increase in severity as 
the disease progresses. The pain of gallstone 
colic typically radiates to the angle of the 
scapula between the shoulder blades and, ac- 
cording to Bing,? this radiation may occur 
from T1-T10, a wide distribution. This is con- 
siderably different from the grabbing, muscle- 
contracting intermittent attacks of segmental 
nerve involvement. 

If there is a delay in taking a chest film, as 
in these cases, segmental nerve pain can be 
confused with pain arising from involvement 
of a nerve root by a spinal cord tumor. Spinal 
cord tumors from T8-T12 have often, inno- 
cently enough, been the cause of abdominal 
explorations and removal of various organs 
due to the abdominal pain produced by such 
root involvement. Craig* and Elsberg® have 
stressed this particularly. Suspicion of such 
should lead to a thorough neurologic exami- 
nation, x-ray studies of the spine, studies of 
the spinal fluid dynamics and composition, 
and myelography. 
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Craig has simplified the various pain syn- 
dromes of spinal cord tumors by stating that 
the pain has the following characteristics: (1) 
it occurs intermittently; (2) its severity is in- 
creased by coughing or sneezing; (3) it tends 
to occur after the patient has retired; (4) it 
usually causes the patient to arise early in the 
morning and sit in a chair; and (5) it is gen- 
erally confined to certain dermatomes. Thus, 
a major difference between the pain of a 
spinal cord tumor and that of a segmental 
nerve arising from tumors outside the con- 
fines of the spinal canal is that the movement 
of the spinal cord tumor produces pain. This 
does not hold true for the fixed intrathoracic 
tumor. The greatest reaction of a patient to 
the pain of an intrathoracic tumor involving 
the right eighth thoracic nerve is to grab the 
right upper quadrant and groan. This charac- 
teristic reaction leads to the mistaken diag- 
nosis of acute cholecystitis. 

The diagnosis of intrathoracic tumors, in- 
volving the lower thoracic nerves and thus 
producing abdominal pain, is simplified by 
the chest x-ray film. It would appear reason- 
able, when the tumor is seen on the film, to 
consider a possible cause and effect relation- 
ship between the intrathoracic tumor and the 
abdominal pain. But the severity of the pain 
will on occasion blur the issue, and a sense of 
urgency will lead to abdominal exploration 
prior to examination of the chest by the x-ray. 
It seems insulting to state that the study of a 
patient who is under consideration for an 
abdominal operation should routinely include 
a chest film, but it appears necessary. Further- 
more, an analysis of the patient’s complaint of 
pain—the grabbing, muscle contracting na- 
ture of it and its segmental distribution— 
should lead the physician to an attempt to 
discover the origin of segmental nerve pain 
and thus the proper diagnosis. 


Summary 


Four cases of intrathoracic tumors producing 
pain in the right upper quadrant and thus 
simulating attacks of gallbladder disease are 
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described. Various features of segmental nerve 
pain are discussed. 
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Discussion (Abstract) 


Dr. C. H. Richardson, Jr., Macon, Ga. This is an 
interesting group of cases which Dr. Woodhall has 
presented and we can all profit from the lessons 
pointed out, particularly the analytical approach to 
painful syndromes. It has been taught for a long time 
that inflammatory conditions in the chest, particularly 
pneumonia of the right lower lobe can cause right 
upper quadrant abdominal pain and muscle spasm. I 
recall such a case seen as an intern, a 65 year old wom- 
an with acute upper abdominal pain and board-like 
rigidity referred by the medical service because of the 
apparent surgical abdomen. Exploration was under- 
taken with negative findings. Several days later an 
empyema, low posteriorly, became evident, obviously 
the cause of the original symptoms. However, we are 
not as conscious of the possibility of disease of the 
chest wall or within the thorax of a neoplastic nature 
causing right upper quadrant symptoms suggesting 
cholecystitis and cholelithiasis. Several textbooks con- 
sulted did not list anything of this sort in the dif- 
ferential diagnosis. 


Another case which may illustrate a similar method 
of pain production was a 55 year old man who, on 
negative cholecystogram, was found incidently to have 
a metallic foreign body lying in the sixth anterior in- 
tercostal space. This proved to be a piece of wire 
which had been thrown into the chest wall while 
operating a power mower. The patient was unaware of 
anything penetrating the skin. Removal of this wire 
which lay in the region of the neurovascular bundle 
was followed by persistence of pain in the area which 
finally responded to paravertebral sympathetic nerve 
blocks with procaine. 


As a general surgeon I feel that patients subjected 
to cholecystectomy should have a gastrointestinal x-ray 
series and at least a fluoroscopy of the chest prior to 
operation. It is particularly important to have the 
chest examined when gallbladder disease is not proven. 
The observations, as brought out in this paper, should 
be of general interest and particularly so to the in- 
ternist as well as to thoracic and general surgeons. 
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Incontinentia Pigmenti: Report of 


Two Unusual Cases* 


EUGENE P. SCHOCH, JR., M.D., and C. H. McCUISTION, M.D., 


Austin, Tex. 


In 1925 Barpacu! described peculiar pig- 
mented “systematized nevi” in identical twins. 
Bloch,” in 1926, reported a third case of un- 
usual pigmentation which he called inconti- 
nentia pigmenti. Sulzberger* further elabor- 
ated on this case in 1928. Naegeli* independ- 
ently had described the same or similar 
process in 1927 as a familial chromatophore 
nevus. 


During the next 30 years, more case reports 
of unusual pigmentation appeared in the lit- 
erature. The common denominator of these 
cases was the characteristic striking bizarre 
arrangement of chocolate brown to slate 
brown pigmented macules in polyangular 
flecks, whorls, spidery forms, lines, splashes 
and patches. Histologically most of these 
showed decreased pigmentation in the epi- 
dermis with increased amounts of melanin in 
the chromatophores of the dermis. This was 
the basis for the term incontinentia pigmenti. 

It was soon apparent that the cutaneous 
pigmentation was only one part of a syn- 
drome which could manifest other ectodermal 
and mesodermal defects. These include a wide 
variety of inconstantly associated develop- 
mental defects of the central nervous system, 
cardiovascular, optic, osseous, genitourinary 
and dental systems. 

In 1951, Carney® reviewed the literature 
and reported 5 additional cases of inconti- 
nentia pigmenti. He carefully described and 
emphasized the entire pathogenesis of the 
skin process. The rather clear-cut stages were 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 
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shown to originate with a vesicular, bullous 
and/or impetiginous onset, either present at 
birth or soon thereafter. During the ensuing 
weeks or months this process may evolve 
through a linear verrucous stage or progress 
directly to the more familiar bizarre pig- 
mented pattern or stage three. He also em- 
phasized that “the chocolate brown designs 
do not follow lines of cleavage or distribu- 
tions of nerves, nor do they respect the limi- 
tations of the midline.” 


Two additional cases are presented to em- 
phasize certain clinical and histologic features 
and to discuss the classification of the disease 
entity. 


Case Reports 


Case 1. G. G., a Latin American female baby, was 
born on Dec. 19, 1956, at Brackenridge Hosovital, 
Austin, Tex. At the time of birth there were scat- 
tered areas of irregular and bizarre macular slate pur- 
plish-brown pigmentation over the entire body. During 
the next 3 weeks vesicles and bullae appeared. Some 
remained intact; some ruptured and became impetigi- 
nous. Within another week, verrucous thickenings 
were evident and the linear pattern was definite 
(Fig. 1, A and B). 

No other physical defects were present. The family 
history for similar disease in other members was nega- 
tive. There was no history of viral disease of the 
mother during the pregnancy. 

A biopsy performed at this time showed intra- 
epidermal vesicles filled with masses of polymorpho- 
nuclear leukocytes and eosinophiles (Fig. 2).* Blood 
eosinophilia ranged from 30 to 57 per cent. A section 
taken from a verrucous area showed striking epithelial 
proliferation (Fig. 3). Keratinization of individual cells, 
pyknotic nuclei and the invasive appearance of the 
iesion led to the presumptive and erroneous diagnosis 


*Photomicrographs were prepared through the courtesy of 
Drs. C. F. Pelphrey and J. R. Rainey. 
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(Case 1) Incontinentia pigmenti. 


FIG. 2 


(Case 1) Small intra-epidermal vesicle filled with many 
polymorphonuclear leukocytes and eosinophiles. (H. & E. X 
100.) 
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(Case 1) Verrucous lesion showing marked pseudo-epitheli- 
omatous hyperplasia, dyskeratosis and anaplasia simulating 
squamous cell carcinoma, grade 1. 


(H. & E. X 100.) 


FIG. 1 


Linear vesicular and verrucous lesions. 


of squamous cell carcinoma, grade 1. When correlated 
with the clinical findings, a revised interpretation was 
made. Extreme pseudo-epitheliomatous hyperplasia 
with anaplasia was the final pathologic diagnosis. 

Treatment was largely supportive and directed at 
control of secondary infection. Antibiotics were given 
for 70 days. There were only a few crusts overlying 
many scattered hyperpigmented areas at the time of 
discharge from the hospital. 

Two and one half years later there were no signs of 
vesiculation or verrucous changes. The entire skin sur- 
face was covered with irregular hyperpigmented 
streaks, patches and reticular patterns (Fig. 4). 

Case 2. M. T., a 27 year old negress, was first seen 
on Feb. 13, 1957. She was an inmate of the Austin 
State School because of mental deficiency. An inform- 
ant’s somewhat unreliable history indicated that ir- 
regular pigmented and warty spots had been present 
since infancy. No bullous stage was remembered; how- 


FIG. 4 


(Case 1) Incontinentia pigmenti. Characteristic dark brown 
macular lesions covering most of the body. 
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ever, it may have been misinterpreted as impetigo. 

Examination of the skin revealed widely scattered 
dark brown macular lesions in irregular patches, 
linear and spidery patterns and bizarre splashes. One 
large patch confined to the right chest abruptly termi- 
nated as a straight, vertical and sharply defined border 
at the anterior and posterior midlines (Fig. 5). Other 
areas of pigmentation were not sharply defined and 
were scattered at random about the entire body sur- 
face. Moderately hypertrophic, linear verrucous lesions 
coursed over the feet and forearms. There was marked 
hypertrophy of the whole left leg in addition to poly- 
dactylism and syndactylism (Fig. 6). 

There were no other demonstrable physical defects. 
She was mentally retarded to a level of about 12 years 
of age. There was no family history of siblings or 
other relatives having similar involvement. It was un- 
known whether the mother had any viral disease dur- 
ing her pregnancy. 

A biopsy section from a thickened and hyperpig- 
mented area of the right arm revealed hyperkeratosis, 
acanthosis and papillomatosis characteristic of an epi- 
thelial nevus (ichthyosis hystrix) (Fig. 7). There was 
hyperpigmentation of the basal layer, though there was 
a surprising absence of melanin in the chromatophores 
of the papillary cutis. 


FIG. 5 


(Case 2) Incontinentia pigmenti. Irregular pigmented 
patterns and a large, irregular hyperpigmented patch re- 
specting the midline at its abrupt, sharp border. 
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FIG. 6 


(Case 2) Hypertrophy of the leg and foot, also showing 
syndactylism and polydactylism. 


Discussion and Conclusions 


Case 1 illustrates the classical picture of the 
Bloch-Sulzberger type of incontinentia pig- 
menti. The bullous, verrucous and pigmen- 
tary phases were all present, but no other 
system defects were found in this case. One 
point worthy of note was the section from a 
verrucous lesion. As in Haber’s case® the 
dyskeratosis and anaplasia simulated a true 
malignant process. This would emphasize 
again the constant necessity for correlating 
histologic and clinical findings. 

Case 2 might represent an example of an 
incomplete form of the Naegeli type of incon- 
tinentia pigmenti. There was no history of 
antecedent inflammatory lesions. The pigmen- 
tation was not particularly reticular, teeth 
were not abnormal, and there was no dis- 
turbed perspiration. There were 2 points of 
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FIG. 7 


(Case 2) Section of skin showing hyperkeratosis, acanthosis 
and papillomatosis simulating epithelial nevus (ichthyosis 
hystrix). A large amount of melanin is present in the basal 
a me absent in the dermal chromatophores. (H. & 
E. 1 


interest. One was the striking and distinct 
respect for the midline of the body, both an- 
teriorly and posteriorly. The pigmented 
macular patch abruptly stopped at these bor- 
ders. This would certainly support a concept 
that this case represented a variety of system- 
atized nevus. The second peculiar feature 
was the parodoxical positioning of the pig- 
ment in the skin. A large amount of pigment 
remained in the basal layer of the epidermis, 
and there was no detectable melanin in the 
papillary chromatophores. 

We were unable to determine or correlate 
any possibility of viral infections during the 
pregnancies which conceivably could have 
affected the fetuses. Such an etiology has been 
hypothesized but remains unproved.®7 

Franceschetti and Jadassohn® attempted to 
differentiate two syndromes of incontinentia 
pigmenti as the classic Bloch-Sulzberger and 
the Naegeli types. We would concur that there 
are 2 conditions in which bizarre pigmenta- 
tion of the skin occurs. One, the Bloch-Sulz- 
berger syndrome, is associated with a definite 
inflammatory prodrome, has a rather definite 
histologic pattern of loss of pigment from 
the basal layer to dermal chromatophores 
and is often associated with other develop- 
mental defects. The second would appear to 
be a true systematized nevoid condition, not 
associated with an inflammatory phase, and 
having no irregular anatomic location of the 
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pigment. It may or may not be associated with 
other developmental defects. 


Summary 


Two cases of incontinentia pigmenti are 
presented. One case showed all three phases 
of development, — vesicular, verrucous, and 
pigmentary. Histologically there was pseudo- 
epithelomatous hyperplasia simulating true 
squamous cell carcinoma. The second case 
showed definite systematization of the pig- 
mentation plus developmental defects of the 
central nervous system and of the left leg and 
toes. Histologically this patient failed to show 
loss of pigment of the basal layer with in- 
crease in the dermal chromatophores; rather 
the situation was reversed. The pathologic 
picture was that of an epithelial nevus. 


It is concluded that incontinentia pigmenti 
may be of two types, one associated with the 
classic Bloch-Sulzberger syndrome, or one 
which is a true systematized nevoid condition. 
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Discussion (Abstract) 


Dr. Wallace H. Clark, Jr., New Orleans, La. This 
clear presentation sharply delineates the 2 classical 
forms of pigmentary disease that have been described 
under the name incontinentia pigmenti. Drs. Schoch 
and McCuistion are to be congratulated for their care- 
ful study of these cases and their lucid presentation. 

Except for the bizarre distribution of pigment, the 
2 cases have relatively little in common, either clinic- 
ally or histologically, and may be conveniently dis- 
cussed separately. Drs. Schoch and McCuistion have 
permitted me to examine the original biopsy sections 
of both cases. 

The first case, in the initial biopsy, shows an intra- 
epidermal vesicle containing numerous eosinophiles. 
The adjacent epidermis contains a scattering of eosino- 
philes and a few similar cells are present in the sur- 
rounding connective tissue of the papillary dermis and 
upper reticular dermis. Away from the vesicle the epi- 
dermis is slightly thickened and the dermis contains a 
small amount of granular brown pigment within 
histiocytes. 
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The second biopsy shows an entirely different pic- 
ture. Here one sees a rather sharply delimited zone of 
epidermal hyperplasia. Superficially, there is hyper- 
keratosis and parakeratosis, while the main body of 
the epidermis is thickened to 4 or 5 times its 
normal width and contains a variety of dyskeratotic 
cells. These dyskeratotic cells, though alarming on 
initial examination, do not contain the large hyper- 
chromatic nuclei that generally one associates with a 
frankly malignant dyskeratosis. The slide shows a pe- 
culiar variety of epidermal hyperplasia that does not 
readily fit into one of the accepted classifications of 
epidermal neoplasm. 


The picture of an eosinophilic vesicle and later a 
verrucous lesion, both of which are associated with 
some chromatophores in the upper dermis, are fairly 
typical for the first 2 stages of incontinentia pigmenti 
of the vesiculobullous type. Later the verrucous lesions 
disappear and pass on to the third stage, which is 
characterized mainly by the presence of large numbers 
of chromatophores in the upper dermis. This pattern 
of a vesiculobullous eruption early in life followed by 
verrucous changes and later simply hyperpigmentation 
of the upper portion of the dermis, is the most widely 
known and accepted variety of incontinentia pigmenti. 
Of particular interest in this case is the fact that the 
intra-epidermal vesicle containing eosinophiles is, for 
all practical purposes, indistinguishable from similar 
vesicles that may be seen in the process known as 
erythema neonatorum toxicum. 


Most of the cases of incontinentia pigmenti which 
I have seen early in life show subepidermal vesicula- 
tion with an extensive eosinophilic infiltrate, not only 
within the vesicle, but in the adjacent upper dermis. 
It is this pressure of the infiltrate at the dermo- 
epidermal junction that is presumably responsible for 
disruption of the anatomic integrity of the basal cells 
and subsequent extrusion of melanin pigment into 
the papillary dermis. Also, presumably, this disruption 
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at the dermo-epidermal junction and partial entry 
into the epidermis could be thought of as a stimulus 
to some of the verrucous lesions that may be present 
for awhile in these cases. The obvious evolution of 
Drs. Schoch and McCuistion’s case in the classical 
incontinentia pigmenti eliminates the possibility of the 
“garden variety” of case of erythema neonatorum toxi- 
cum, but one wonders if this latter disorder might 
not be an abortive form of incontinentia pigmenti. 

The second case, histologically, shows marked hyper- 
keratosis and papillomatosis with relatively little 
acanthosis. This sort of change is not specific, but may 
occur in association with a variety of epithelial and 
mesothelial nevi of the congential type. Usually these 
nevi have had in my experience, more acanthosis. The 
section does not show any hyperpigmentation except 
along the basal layer and the degree of this is difficult 
to evaluate in a colored person. Neither the papillary 
nor reticular dermis show chromatophores. Mild 
chronic inflammation is noted in the upper dermis. 
The clinical picture and histologic picture, as has been 
indicated by Drs. Schoch and McCuistion, is that of a 
systematized nevi with a peculiar distribution of pig- 
ment. 

Actually, except for the clinical appearance of these 
cases at first glance, there is not much relationship be- 
tween this and the first variety of incontinentia pig- 
menti that was presented. I wonder if it would not be 
better to regard these as a peculiar nevoid syndrome 
with a bizarre pigment distribution, rather than a 
peculiar variety of incontinentia pigmenti showing 
nevoid changes. Actually in the second of the 2 cases, 
there is no incontinence of pigment in the true sense 
of the word, and the disorder is primarily one of a 
disarrayed growth of both epidermal and mesodermal 
structures, and I see no reason why it should actually 
be included as a variety of incontinentia pigmenti, 
except for the superficial resemblance clinically. 


Francis Rynd on the Subcutaneous Introduction of Fluids 


The subcutaneous introduction of fluids, for the relief of neuralgia, was first 
practised in this country by me, in the Meath Hospital, in the month of May, 1844. 
The cases were published in the “Dublin Medical Press” of March 12, 1845. Since 
then, I have treated very many cases, and used many kinds of fluids and solutions, 
with variable success. The fluid I have found most beneficial is a solution of morphia 
in creosote, ten grains of the former to one drachm of the latter; six drops of this 
solution contain one grain of morphia, and a grain or two, or more, may be introduced 
in cases of sciatica at one operation, with the very best effects, particularly if they are 
of long standing; or even in cases of tic in the head and face, with equally beneficial 
results. The small instrument is for operations on superficial nerves, the larger one for 
deep-seated nerves; for though it is not necessary to introduce the fluid to the nerve 
itself to ease pain, still the nearer to the seat of pain it is conveyed, the more surely 


relief is given. 


—From Dublin Quarterly Journal, 32:13, 1861. 
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Cancer of the Nasal Accessory Sinuses* 


G. S. FITZ-HUGH, M.D., and J. B. GORMAN, M.D.,+ Charlottesville, Va. 


Cancer of the nasal sinuses tends to remain localized for an extended time before metastasis. 
It would seem that radical resective surgery followed by irradiation 


should offer a better prognosis in the future. 


For THE PAST TWO YEARS, we have been review- 
ing the records of cancers of the upper respira- 
tory tract, seen and treated by the members of 
the staff of the Departments of Otolaryngol- 
ogy and Radiology, of the University of Vir- 
ginia Hospital, beginning in 1935. This pres- 
entation relates some of the findings with 
regard to cancer of the nasal accessory sinuses 
only. A determined effort was made to elimi- 
nate those neoplasms that might have origi- 
nated in the skin, nose, or oral cavity with 
secondary invasion or involvement of the sinu- 
ses. The term “cancer” here is used to denote 
“tumor,” both of epithelial (carcinoma) and 
mesothelial (sarcoma) origin. 


The period of the survey extended from the 
beginning of the year 1935 through the year 
1958. The records of over 100 patients with 
cancer involving the sinuses were examined. 
Approximately one fourth of these were re- 
jected as being in the equivocal category as far 
as the origin of the tumor was concerned, 
leaving 77 cases in which we were reasonably 
sure that the tumor originated in the nasal 
sinuses. The characteristics of this group will 
be commented upon and some illustrations of 
cases presented. 


During this period of time, 297,246 patients 
were admitted to our general hospital, which 
is part of a teaching institution. Approxi- 
mately one individual was admitted with this 
type of cancer to 3,869 with other diseases. 
That cancers of the nasal sinuses are uncom- 
mon is apparent. Malignant tumors of the 
nasal accessory sinuses comprise about 0.2% of 
all human cancers.1? 


*Read in part as Chairman’s Address, Section on Ophthal- 
mology and Otolaryngology, Southern Medical Association, 
— Annual Meeting, Atlanta, Ga., November 16-19, 


_tFrom the Department of Otolaryngology, University of Vir- 
ginia Hospital, Charlottesville, Va. 


Dr. J. B. Gorman’s present address is Lynchburg, Va. 


Statistics 

Details of the survey, according to age, race, 
and sex, are recorded below. 

The youngest patient was 17 years of age, 
and the oldest was over 80 years. The largest 
number of cases was in the age group of 40 to 
49 years, and the next largest, between 60 and 
69 years. 

Fifty-nine of the patients were of the white 
race and 18 were Negroes. The percentage of 
white to nonwhite population in the area 
served by the hospital is approximately 4.5 
to 1. 

The group was composed of 46 males and 
31 females (Table 1). 


Origin or Site of Lesion 


The determination of the origin and site of 
the lesions was reached by study of the de- 
scriptions of the neoplasms by the clinical ex- 
aminers, and by reports of the radiologists. 
Twenty-seven of the cancers apparently in- 
volved the maxillary sinus only; 14, the max- 
illary and ethmoid sinuses; 5, the ethmoid 
only; one, the frontal; one, the sphenoid; 7, 
the maxillary, ethmoid and sphenoid; and 4, 
all of the sinuses—the maxillary, ethmoid, 
sphenoid and frontal—of one side. We could 
find no definite evidences of bilateral involve- 
ment, except in the one case affecting the 


TABLE 1 
CANCER OF THE NASAL ACCESSORY SINUSES 


Number of Patients: 77 


Sex: Race: 
Male 46 White 59 
Female 31 Negro 18 
Age Incidence: 

1 to 19 yrs. 1 50 to 59 yrs. 13 
20 to 29 yrs. 2 60 to 69 yrs. 20 
30 to 39 yrs. 5 70 to 79 yrs. 13 
40 to 49 yrs. 22 80 + yrs. 1 
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Defect after resection of maxilla for cancer. 


sphenoid sinus. From our survey we have the 
impression, which is in concurrence with other 
observers,* that cancer of the nasal sinuses has 
its origin more often in the maxillary, next in 
the ethmoid, and very rarely in the frontal 
and sphenoid cavities (Table 2). 


Histopathology 


Classification of cancers in this investigation 
is based upon the diagnoses rendered by the 
pathologists in the original records. Perhaps a 
review of the sections, in view of the knowl- 
edge gained from this long period survey, 
would be of some value. This may be done. 

By referring to table 3, one will note that 
the epidermoid (squamous cell) carcinoma is 
that most frequently diagnosed, with adeno- 
carcinoma second. This latter cancer may be 
listed as adenocystic carcinoma, adenoid-cystic 
carcinoma, and so forth, as mentioned by 
Weaver.‘ It is not as rare as he implies. Others 
were the undifferentiated ones, expressed as 


TABLE 2 
CANCER OF THE NASAL ACCESSORY SINUSES 


Sinuses or Combinations Involved 


Maxillary 27 Sphenoid 1 
Ethmoid 5 Maxillary-Ethmoid 1 
Frontal 1 Maxillary-Ethmoid-Sphenoid 7 
Maxillary—Ethmoid—Frontal—Sphenoid 4 
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TABLE 3 
CANCER OF THE NASAL ACCESSORY SINUSES 


Histopathology 


Epidermoid carcinoma 46 Reticulum cell sarcoma 2 
Adenocarcinoma 14 Endothelioma 2 
(Papillary, adenocystic, 
etc.) Myxosarcoma 1 
Transitional cell carcinoma 5 Neurogenic sarcoma 1 
Anaplastic carcinoma 2 Carcino-sarcoma 1 
Osteogenic sarcoma 2 Plasmacytoma 1 


transitional cell and anaplastic carcinoma; the 
sarcomas—osteogenic, reticulum cell, myxo-, 
neurogenic; and a case diagnosed as a carcino- 
sarcoma. Additional tumors were the endo- 
theliomas and plasmacytoma. The distribu- 
tion of the types of disease is essentially in 
agreement with the classifications of others.5 
(The carcino-sarcoma case was the only one 
not treated by the Department of Otolaryn- 
gology, being managed by the Plastic Section 
of General Surgery.) 

Not included in this survey were a number 
of patients, as mentioned previously, who had 
neoplasms involving the maxilla, in regard to 
which there was some doubt as to whether the 
origin was elsewhere with secondary invasion 
of the sinuses. Also, there were 3 cases of 
metastatic carcinoma involving the nasal ac- 
cessory sinuses, 2 from the breast and one from 
the stomach. There were, in addition, 2 in- 
stances of melanoma of the nose and nasal ac- 
cessory sinuses which were not included in this 
group because it was likely that the cancers 
originated in the nasal cavity rather than in 
the sinuses, although they extended to these 
areas later. An additional case of a reticulum 
cell sarcoma in a 6 year old child was not in- 
cluded because the pathologic process was so 
extensive, when the patient was first exam- 
ined by us, that although we were under the 
impression it originated in the maxillary 
sinuses, we could not be positive of this fact. 

Our pathologists had difficulty in classify- 
ing some of the tumors, particularly in initial- 
ly diagnosing correctly the 2 patients with 
osteogenic sarcoma. In each case, the first, 
diagnosis was that of a benign type of lesion, 
with the correct diagnosis being made after 
the initial surgical procedure had been per- 
formed. These errors resulted in the necessity 
for recalling the patients for further treat- 
ment, which consisted of more extensive sur- 
gery and irradiation. The outcome in one of 
these cases was poor, the patient expiring 
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within 12 months of the time of the first ex- 
amination. In the other instance, a more 
favorable result has been obtained, as the pa- 
tient is living and apparently free of tumor 
after a period of 24 months. 


Diagnosis—Symptoms and Signs 


With the emphasis being placed on surgical 
extirpation, and of the wider and more exten- 
sive types, combined with improved forms of 
irradiation, one should anticipate better over- 
all results in treatment of cancers of the 
sinuses in the future. However, earlier diag- 
nosis, as always, will accomplish more to 
improve the cure rate than any other factor, 
in view of our present knowledge. 


It will not be amiss, here, to mention some 
of the symptoms and signs of cancer of the 
sinuses. The first group will be those related 
to the nose and sinuses per se. In these there 
are early manifestations which are indistin- 
guishable from the common malady, sinusitis. 
They are,—increased nasal discharge, nasal 
obstruction, and dull pain and discomfort in 
the region of the nasal cavities. Anesthesia of 
the soft tissues, blood in the nasal secretions, 
obstinate nasal obstruction, and swellings in 
the mouth and of the cheek are signs of 
advanced disease. 


Oral symptoms and signs are those that 
would induce the patient to consult a dentist, 
such as fullness in the region of the teeth and 
alveolar process, dental discomfort, loosening 
of the teeth, and unsatisfactory response to 
dental treatment. Trismus, an unusual and 
late symptom and sign, may also be a reason 
for seeing a dentist. 

Ocular evidences of neoplasm are increased 
lacrimation, displacement of and limitation of 
motion of the globe. The former may be an 
early symptom. 

Roentgen evidence of disease in a single 
sinus cavity should stimulate suspicion of the 
possible presence of a neoplasm. Destruction 
of bone is absolute and late evidence of 
cancer. 

We have obtained since our initial report® 
many cellular examinations (Papanicolaou) of 
the washings from the nose and sinuses, in an 
effort to diagnose early disease, without suc- 
cess to date. Positive washings have been ob- 
tained, but in each case the other evidences of 
cancer were so obvious that the additional 
information was of little value. 
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Nasal obstruction and gross deformity were 
present at the time of initial examination in 
78% of our cases, necrosis of bone in 68%, 
and signs of ocular involvement in 34 per 
cent. These are all late manifestations of can- 
cer (Table 4). Other evidences of the presence 
of advanced disease in our group of patients 
are that 35 of them expired within 12 months 
and 13 more within 24 months after the in- 
itial examination by our staff. 

We could not obtain, with any degree of 
accuracy, reliable information as to the possi- 
bility of pre-existing inflammatory sinusitis 
being a predisposing factor in cancer of the 
sinuses. Some writers imply that such disease 
will lead to the development of cancer.‘ 


Treatment and Results 


In examining this group of cases from the 
viewpoint of treatment and results, it became 
apparent that generally the choice of therapy 
was essentially that of 2 methods. The first 
and earlier consisted of dependence upon ir- 
radiation mainly, with surgery playing a sec- 
ondary role. This was a period of palliation 
and pessimism. The second method of ther- 
apy, instituted about 1951, was that of abla- 
tive surgery, followed or preceded by irradia- 
tion as a secondary factor in the treatment 
regimen, but one being considered as_neces- 
sary as the other. 

In the period of 1935 through 1954, one of 
19 years, there were 61 patients with cancer of 
the sinuses (Table 5). Of this number, 11 
were living over 5 years with no evidences of 


TABLE 4 
CANCER OF THE NASAL ACCESSORY SINUSES 


Characteristics of 77 Patients at Time of Admission 


Patients with obvious neoplastic disease 60 (78%) 
Patients with radiologic evidence of cancer 52 (68%) 
Patients with ocular involvement 26 (34%) 


TABLE 5 
CANCER OF THE NASAL ACCESSORY SINUSES 


Results of Treatment 
All patients seen 1935 through 1954 61 
(Three received no treatment) 
Living over 5 years without cancer 
Living over 5 years with cancer 
Total living over 5 years 


11 (18%) 
4 (6.5%) 
15 (24.6%) 


Of 16 patients (1955 through 1958) with no opportunity for 
five year experience, 5 have expired of carcinoma. 
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Operative specimen, resected maxilla and orbit for cancer. 


the cancer, and 4 had survived the five year 
plus period, but there was still evidence of 
cancer locally. Of this group of 61 cases, 56 
were determinate and 5 indeterminate. Three 
of the latter expired within the 5 year period, 
of other causes than carcinoma: one, of coro- 
nary thrombosis; one, of cerebral hemorrhage; 
and the other, of severe burns. The entire 
group of 5 were considered in the over-all fig- 
ures as carcinoma fatalities. Of the 16 patients 
accumulated between 1954 and 1958, 5 have 
expired of carcinoma, and the remaining 11 
are still living but have not completed the 5 
year period necessary for the assumption that 
they have been cured of the disease. 

Of the 11 patients obtaining five year plus 
cures, 9 had epidermoid carcinoma, one myxo- 
sarcoma, and one adenocarcinoma. Of the 4 
living after 5 years but still exhibiting eviden- 
ces of the neoplasm locally, all had some type 
of adenocarcinoma (Table 6). 

The mode of treatment was as follows: 
Forty-eight patients were treated with some 
form of surgery plus irradiation; 22, with ir- 
radiation alone; 4, by surgery alone; and 3 
patients received no treatment (Table 7). The 
latter 3 cases were included in the statistics as 
cancer deaths within the 5 year period. 


Past and Present Plan of Therapy 


Until 1951, as previously mentioned, the 
majority of patients were treated by x-ray ir- 
radiation (250 kv.), plus the rongeur, curettage 
type of morcellation surgery, which at the 
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TABLE 6 


CANCER OF THE NASAL ACCESSORY SINUSES 
Details of 5 Year Plus Survivals 


Living Without Carcinoma 


Number Diagnosis Site Treatment 
4 Epid. ca. Maxillary Surg. and irrad. 
4 Epid. ca. Maxillary- Surg. and irrad. 
ethmoid 
1 Epid. ca. Maxillary Irradiation 
i] Ad. ca. Maxillary- Surg. and irrad. 
ethmoid 
1 Myxosarcoma Maxillary Surg. and irrad. 


Living with Carcinoma 5 Years Plus 


1 Ad. ca. Maxillary Surg. and irrad. 

3 Ad. ca. Maxillary- Surg. and irrad. 
ethmoid 

4 


Epid. ca = epidermoid carcinoma; Ad. ca. = adenocarcinoma. 


present time is considered an inadequate form 
of treatment. 

Since approximately 1951, we have been at- 
tempting to carry out the more generally ac- 
cepted treatment formula for cancer of the 
nasal accessory sinuses. This consists essenti- 
ally of wide surgical excision, conducting the 
dissection through healthy, noninvolved tis- 
sue, combined with some type of irradiation 
therapy. This is for the commoner types of 
neoplasm, namely, the epidermoid carcinoma, 
and, in our experience, the adenocarcinoma. 

At the present time, the main difference of 
opinion seems to be as to whether irradiation 
should be administered prior to or following 
surgery. Tabb,® Schall,5 Schuknecht,® Hemen- 
way and Lindsay,!° Devine and associates! 
favor surgery primarily, this to be followed by 
irradiation. Others, such as Hendricks,!? Cas- 
tigliano and Rominger,!® Capps and Wil- 
liams,'* and Wilson,!> advocate the opposite, 
irradiation prior to surgery. 

Our plan of treatment for the majority of 
patients is as follows: Bloc surgical excision of 
the carcinoma, remaining well outside of the 
limits of the lesion, is attempted, according to 
the technic so well described by Tabb. If the 


TABLE 7 
CANCER OF THE NASAL ACCESSORY SINUSES 


Type of Treatment of 77 Patients 
Surgery and irradiation 
Irradiation only 
Surgery only 
No treatment 
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orbital cavity is involved, an evisceration of 
its contents is accomplished en bloc with the 
original procedure. Occasionally, the cautery 
is used to expand the area of safety surround- 
ing the lesion. The resulting defect is covered 
as completely as possible with a split thickness 
skin graft to hasten healing and to lessen de- 
formity. A section of Nylon or Rayon material 
is placed over the graft, and the cavity is 
packed initially with either iodoform gauze or 
Cornish wool. Following removal of this pack, 
in approximately 10 days, the defect is occlud- 
ed by a patterned soft foam rubber insert. 
Closure of the defect in this manner improves 
deglutition and phonation. Cobalt teletherapy 
is begun within 3 weeks after operation, and 
an effort is made to administer 5,000 to 6,000 
r. over a period of 5 to 6 weeks. 

We have not found it advantageous to 
ligate the external carotid artery, and this is 
not done. By doing so, one might jeopardize 
the success of a future neck dissection, in the 
event that this should become necessary. If 
there are no contraindications to hypotensive- 
hypothermia anesthesia, as advanced age, gen- 
eral debilitation, and the like, this type of 
anesthesia may be preferred. With the result- 
ing decrease in the blood flow in the operative 
field, one can perform a more precise surgical 
procedure with less loss of blood. 

This treatment plan is modified, depending 
upon the histopathologic diagnosis and the 
extent of the lesion. In those types of neo- 
plasm in which it is known that response to 
irradiation is good, this form of therapy is uti- 
lized initially and a surgical procedure is car- 
ried out secondarily as indicated. Resection of 
the cervical nodes is done at the time of the 
first operation or shortly thereafter, provided 
involvement is clinically present, which was a 
rare occurrence in this series of cases. A neck 
dissection was performed in this group on 
only 3 occasions. There were a few other cases 
in which gross clinical involvement of the 
cervical nodes was treated with x-ray irradia- 
tion. Evisceration of the orbital cavity was 
done only in 17 patients. This indicates to us 
that the more radical type of operation was 
not performed as often as it should have been. 

Returning to the question of the advantages 
and desirability of preoperative irradiation 
versus postoperative irradiation, there seem to 
be very definite differences of opinion, with 
valid reasons for each of the 2 modalities of 
therapy. Hendrick, Castigliano and Romin- 
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ger, and Larsson and associates, have ably pre- 
sented the advantages of irradiation prior to 
surgery. Tabb, Hemenway and _ Lindsay, 
Frazell,1® and Schall give reasons favoring the 
use of irradiation after the surgical procedure 
has been performed. In our experience in re- 
cent years, we find that we have better control 
over the patients with carcinoma if we operate 
first and follow this by irradiation. An ex- 
ample in question is a recent case who had 
irradiation begun elsewhere, completed by a 
course of supervoltage or cobalt teletherapy 
in our hospital. When the patient was consid- 
ering the necessity of evisceration of the orbit, 
she delayed making her decision to permit us 
to operate, and during this time obtained 
good palliation with regression in the size of 
the mass deforming the cheek. Because of this, 
she refused permission for operation, thus 
jeopardizing her chances for a permanent 
cure. We continue, as a rule, to advise the 
initial surgical treatment, followed within 3 
weeks, as mentioned above, by cobalt tele- 
therapy. 


Causes of Death 


As far as we could determine from our rec- 
ords, the main causes of death were necrosis, 
ulceration, and hemorrhage from local exten- 
sion of the neoplasm. In only 9 cases did we 
have conclusive information that death was 
due in part to distant metastases to other areas 
below the neck, such as lungs, bone, and other 
body organs. It is our impression that the 
commoner cancer of the sinuses remains local- 
ized for a long period of time, and that exten- 
sion to the cervical nodes and more distant 
areas is probably uncommon and is a late 
manifestation. 


Comment and Summary 


From our analysis of the records of 77 pa- 
tients with various types of cancer of the nasal 
accessory sinuses, we have reached certain con- 
clusions which may or may not be valid ones. 

Certainly an over-all 5 year cure rate of pa- 
tients surviving without cancer, of only 18%, 
is distressingly low; in view of this, one can- 
not help but make an effort to postulate as to 
its cause. 


First of all, the above figure represents 18% 
of all 61 determinate and indeterminate cases 
with cancer of the sinuses: those who received 
no treatment at all; those who, for various 
reasons, received obviously inadequate or in- 
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complete therapy; and finally, those who re- 
ceived and completed the advised treatment 
regimen of the period. Again, as has already 
been implied, in the period prior to, say, 1951, 
possibly too much dependence was placed on 
external irradiation and too little on the sur- 
gical excision of the neoplasm. If this observa- 
tion is correct, then we should expect an in- 
creased 5 year cure rate in the future, for in 
the later period (since 1950) thorough exci- 
sional surgery has been practiced in conjunc- 
tion with well-planned external cancerocidal 
irradiation therapy. 


Evidence is highly suggestive that the major- 
ity of cancers in this survey, when first seen by 
us, were in the advanced state. Many showed 
gross deformity, radiologic findings of necro- 
sis, and evidences of ocular involvement. Also, 
nearly one half of the cases expired within 12 
months of the time of initial examination. 


Other impressions obtained were: that can- 
cers of the nasal accessory are rare; that their 
extension from the site of origin, except by 
local contiguous advancement, is a late mani- 
festation; that, histologically, the commonest 
type of neoplasm is the squamous cell one; 
and that primary involvement of the frontal 
and sphenoid sinuses is exceedingly rare. 


The questions as to whether irradiation 
therapy should precede operation or surgical 
treatment should precede irradiation in the 
case of squamous cell carcinoma, is still a de- 
batable one, each group of proponents recom- 
mending that one or the other sequence of 
management has much to support its choice. 
Each case should be treated individually, de- 
pending upon the type of patient, the circum- 
stances under which the patient is hospital- 
ized, and other various factors which enter 
into the picture. In the case of neoplasms of 
the nonsquamous variety, some of which are 
obviously of the radiosensitive types, irradia- 
tion should be given priority over surgical ex- 
cisions. In our particular situation here, we 
prefer at the present time, in the majority of 
instances and certainly those of the squamous 
cell variety, to advocate operation before ir- 
radiation for the following reasons. 

As the result of surgical excision, the retro- 
pharyngeal region and adjacent areas are 
made more accessible for external irradiation 
therapy, which we use. By performing an 
operation prior to irradiation, the determina- 
tion of the limits of the tumor, grossly and 
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Operative defect after resection of maxilla and ethmoid 
labyrinth for cancer. 


histologically, can be accomplished with 
greater accuracy. Then again, because our pa- 
tients are less inclined to permit adequate sur- 
gical treatment following irradiation therapy, 
when evidence of success is apparent by regres- 
sion of the tumor, we prefer the reverse se- 
quence, advising operation before irradiation. 


It is true that on some occasions irradiation 
with subsequent regression of the neoplasm 
will bring a previously-considered inoperable 
mass within the scope of radical surgery. 


We are aware that these impressions are the 
results of limited experience in dealing with a 
small group of cases, with much dependence 
on the information gained from more authori- 
tative observers in this field of oncology. 
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Vascular Insufficiency of the 


Spinal Cord" 


C. VAN BUSKIRK, M.D., and M. DAVIDSON, B.A.,t Baltimore, Md. 


Much more attention has been given recently to vascular insufficiency in the cerebrum, especially 
as the result of treatment by the use of anticoagulants and surgery. Fortunately ischemia 
of the spinal cord is less common, but may require also, the use of anticoagulants. 


CIRCULATORY INSUFFICIENCY of the brain now 
constitutes a well-established syndrome. The 
recognition several years ago that this 
syndrome is due to episodes of transient 
ischemia without thrombosis led to an in- 
tensive study of the pathologic anatomy and 
physiology of cerebrovascular disease.':? For 
the past few years progress has been made 
regarding this entity and investigations have 
led to a more rational therapeutic approach 
to this condition.* It is now accepted generally 
that in the presence of vascular disease of the 
cerebral blood vessels downward fluctuations 
of the blood pressure may lead to focal 
cerebral deficits, and that such a situation 
accounts for a great number of so-called 
strokes. There is evidence at present to indi- 
cate that in the presence of cerebral ischemia 
there is a local response of the surrounding 
blood vessels to the accumulation of metabo- 
lites and carbon dioxide which leads to a 
local increase in blood flow through collateral 
vascular pathways. Such a mechanism tends 
to restrict the size of the infarcted area of the 
brain and may prevent any permanent 
damage. The study of this syndrome has led 
to the use of anticoagulation therapy and, 
although there is still disagreement as to its 
efficacy in certain situations, there remains 
statistical evidence that in certain categories 
of patients, particularly in those where re- 
covery is dependent upon collateral circula- 
tion, this therapy is of value. 

A comparable syndrome of transient vascu- 
lar insufficiency of the spinal cord has not 
been recognized. Although infarction of the 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 

+From the Department of Medicine, Division of Neurology, 
University of Maryland, School of Medicine, Baltimore, Md. 

Supported in part by a USPHS Research Grant. 
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spinal cord due to disease of the aorta and to 
other causes is easily recognizable, transient 
episodes of ischemia of the spinal cord are 
uncommon and have not been studied. A 
perusal of the literature would indicate that 
infarction of the spinal cord due to disease of 
the vessels about the spinal cord is uncom- 
mon. Pathologic reports of such a condition 
are limited in number. A syndrome termed 
claudication of the spinal cord was described 
in 1906 by Déjerine, who presented three 
cases at that time.t Since then, others have 
reported somewhat similar cases.67 This 
syndrome presents with recurring weakness 
of the lower extremities on exertion, un- 
accompanied by muscle cramps or obliteration 
of arterial pulsations in the feet or ankles. 
Some of these patients exhibited evidence of 
long tract involvement only after walking 
some distance. Some of the cases reported 
are difficult to explain on the basis of ischemia 
of the spinal cord and may well represent 
symptoms due to cerebrovascular disease. 
Others may be due to disease of the aorta. 


Anatomic and Physiologic Considerations 


The anatomy of the circulation of the 
human spinal cord is well recognized from 
the work of Kadyi,§ Suh and Alexander® and 
Bolton.1° 

The anterior spinal artery is formed from 
paired vessels arising from the vertebral 
arteries immediately before they join to form 
the basilar artery. This vessel may be single 
or remain paired as far down as the mid- 
cervical region. It then continues caudally 
as a single artery to the filum terminale. The 
anterior spinal artery receives several lateral 
spinal arteries which enter along the anterior 
roots. Most of these lateral spinal arteries are 
quite small and supply only the root itself. 


| 
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A few are larger and appear to actually con- 
tribute to the blood flow in the anterior 
spinal artery. The larger arteries are most 
common at the midcervical region and the 
lower thoracic and upper lumbar levels. Al- 
though variable, the cervical region usually 
possesses 3 or 4 of these lateral spinal arteries, 
the thoracic region 2 and the lumbar region 
one or two. They are derived from the as- 
cending cervical arteries in the cervical region, 
the costovertebral arteries in the thoracic 
region and the dorsal rami of the lumbar 
arteries in the lumbar region. The largest of 
these contributing arteries usually lies in the 
upper lumbar region and has been called the 
arteria radicularis anterior magna. 

The posterior spinal arteries are also de- 
rived from paired arteries arising from the 
vertebral arteries in the region of the medulla 
or from the posterior inferior cerebellar 
arteries. They form a network over the dorsal 
surface of the cord throughout its length and 
also receive contributing posterior lateral 
spinal arteries which number between 5 and 
eight. These lateral spinal arteries to the 
posterior spinal system are present in the 
midcervical or lower cervical region. There 
may be one or more such arteries in the 
thoracic or lumbar region, but as a rule they 
are fewer in number than the contributions 
to the anterior spinal artery. It is generally 
agreed that the posterior spinal arteries supply 
most of the posterior columns and the pos- 
terior gray matter in the spinal cord and that 
the remainder of the cord is supplied by the 
anterior spinal artery through the sulcal 
arteries which enter the cord by way of the 
anterior sulcus. The sulcal arteries arise 
from the anterior spinal artery and each sup- 
plies one side of the cord at any given level. 
There are annular connecting arteries be- 
tween the anterior spinal artery and the pos- 
terior spinal system passing around the lateral 
surface of the cord. These annular branches 
send small penetrating vessels into the white 
matter of the cord on either side. There ap- 
pear to be anastomosing pathways between 
the branches of the annular arteries and the 
branches of the anterior and posterior spinal 
arteries (Fig. 1). 

The physiology of the circulation of the 
spinal cord is less well understood. Field and 
associates,44 using thermocouples in the re- 
gion of the anterior horn cells of rabbits, con- 
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cluded that muscular activity produced an 
increase in blood flow in the anterior horn 
cells, innervating these muscles. They noted 
an increase in blood flow related to elevated 
blood pressure at times, but recorded no 
change with inhalation of carbon dioxide. It 
was their impression that epinephrine re- 
duced blood flow in the region of the an- 
terior horn cells. Most other conclusions re- 
garding the physiology of the circulation of 
the spinal cord are based on postmortem 
examinations and injection procedures. Bol- 
ton,!® on the basis of injection experiments, 
concluded that the blood flow in the anterior 
spinal artery was from above downward, the 
cervical region receiving its blood supply 
from the vertebral arteries and the thoracic- 
lumbar region receiving its blood supply from 
the lateral spinal vessels. He concluded that 
the blood flow in the posterior spinal artery 
was from above downwards in the cervical 
region from the vertebral or posterior- 
inferior cerebral arteries, and that below the 
cervical region the blood flow in the posterior 
spinal artery was in a cranial direction. The 
chief source of the blood in the lower part 
of the posterior spinal artery was from the 
anterior spinal artery by way of the large 
angular arteries at the terminal portion of 
the anterior spinal artery. It was his opinion 
that throughout the length of the cord there 
are few anastomoses of a functional nature 
between the anterior and posterior spinal 
arteries. Ziilch!* on the basis of autopsy stud- 
ies, concluded that the blood flow in both the 
arterior and posterior spinal arteries was in a 
caudal direction in the cervical region and 
that the blood was derived from the vertebral 
arteries. He believed that below the cervical 
region the spinal cord was supplied by the 
contributions along the lateral spinal arteries 
and that there were free functional anastomo- 
ses between the anterior and posterior spinal 
arteries throughout the length of the cord. 
Yoss,43 on the basis of pathologic examina- 
tions in monkeys, in which various spinal 
arteries had been cauterized, concluded that 
the blood supply in both posterior and an- 
terior spinal arteries was in a caudal direction 
in the cervical but that below that region the 
blood tended to flow in a cranial direction, 
since most of the blood supply to the cord 
entered in the lumbar region. The experi- 
ments of Otomo, Workman and Van Bus- 
kirk!* in dogs, using radioisotopes, imply that 
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the cervical region is supplied with blood 
flowing in a caudal direction from the verte- 
bral arteries, and that the blood supply below 
this level tends to flow in a cranial direction 
and that there are functional anastomoses 
between the anterior and posterior spinal 
arteries. 

If the anastomoses between the posterior 
and anterior spinal arteries, by way of the 
annular arteries or the intramedullary anas- 
tomoses between the annular arteries and the 
posterior and anterior spinal arteries are 
functional in man, it is possible for insuf- 
ficiency syndromes to develop following em- 
barrassment of the cord circulation. These 
syndromes could be comparable to similar 
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disease. Recently, we have seen 3 patients 
who appear to represent such syndromes. 


in cerebral circulatory 


Case Reports 


Case 1. A 60 year old man was admitted to the 
hospital on June 13, 1955, and was discharged on 
July 10 of the same year. At 5:00 a.m. on the morning 
of admission, upon awakening, the patient noted a 
sudden weakness of all of his limbs. Attempting to 
arise, he fell to the floor and was unable to move 
any of his limbs but remained fully conscious. He 
was admitted to the hospital and some improvement 
in strength was noted in the left extremities. Shortly 
after admission, he complained of pain in his neck 
radiating into both shoulders. 

Examination upon admission revealed a B.P. of 150 
systolic and 75 diastolic. The pulse was 84, regular 
in rate and rhythm. He did not appear acutely ill 
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but was unable to move the right arm. The skin was 
normal, as were the head, eyes, and ears. The neck, 
chest, lungs and heart were essentially within normal 
limits. The abdomen was slightly distended but was 
soft and nontender and no masses or organs were 
palpable. Neurologic examination revealed normal 
cranial nerves. The deep tendon reflexes of the upper 
extremities were present and equal but markedly 
obtunded. The Achilles and patellar reflexes were 
brisk and equal and there were bilateral extensor toe 
signs present. There was marked weakness of all 
muscles of the upper extremities and there was no 
motion of the wrist or fingers on the right side. The 
muscles of the lower extremities were weak but there 
was not complete paralysis. Position sense and vibra- 
tory sense were intact. There was loss of pinprick 
from a T-3 level downward, as well as over the medial 
aspects of the hands and forearms bilaterally. A 
sweating level was noted at T-3. 

A lumbar puncture was performed on admission 
revealing normal pressure and no evidence of spinal 
subarachnoid block. The fluid contained no cells. 
Pandy was negative. Sugar was 73 mg., protein 34 mg. 
per 100 cc., and chlorides 128 mEq./L. Wassermann 
and mastic tests were negative. A x-ray study of the 
spine revealed only moderate osteoarthritis of the cer- 
vical spine. A x-ray film of the chest was normal. 
Examination of the peripheral blood revealed 92% or 
13.3 Gm. of Hgb., a WBC of 8,750. The blood Wasser- 
mann reaction was negative. A fasting blood sugar 
was 78 mg. per 100 cc. The urine was within normal 
limits and a stool examination was negative for blood 
and parasites. The blood urea nitrogen was 15 mg. 
per 100 cc. and the blood proteins were within normal 
limits. An EKG. revealed a sinus bradycardia. 

The patient was placed on anticoagulant therapy, 
using Dicumarol. The prothrombin time was main- 
tained at approximately 30% of normal. He experi- 
enced a gradual return of function in all extremities 
but developed atrophy of the intrinsic muscles of 
the hands bilaterally. There was some return of 
autonomic function and pain sensation below T-3, as 
well as in the upper extremities. Three days prior to 
discharge he was walking with a spastic gait. The pa- 
tient’s course was followed in the outpatient depart- 
ment where it was noted that within the next 6 
months the spasticity of the lower extremities in- 
creased slightly and sensation returned throughout 
his body, except over the lateral surface of the right 
calf and foot. The atrophy of the intrinsic muscles of 
the hands disappeared. Soon after discharge from the 
hospital, the patient noted that several puffs on a 
cigarette produced paresthesias from the level of his 
shoulders downward. These paresthesias persisted ap- 
proximately a minute. 


Comment. This first case represents dam- 
age to the spinal cord in the distribution of 
the anterior spinal artery. The atrophy of 
the interossei indicates involvement of the 
anterior horn cells in the lower cervical seg- 
ments. The loss of pinprick sensation over 
the medial surfaces of the upper extremities 
and from T-3 downward over the trunk in- 
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dicates disturbance of the lateral spino- 
thalamic tracts bilaterally at the lower 
cervical levels, and perhaps disturbance of the 
fibers crossing the cord to form the lateral 
spinothalamic tracts at the lower cervical 
levels. Weakness of the lower extremities, 
subsequent spasticity and bilateral extensor 
toe signs indicate disturbance of the lateral 
corticospinal tracts. The remarkable degree 
of recovery indicates that there is adequate 
circulation in the involved segments of the 
spinal cord. The episodes of paresthesias 
from the area of cord damage downward fol- 
lowing a few puffs on a cigarette suggest that 
this area of the cord is functioning with a 
compromised circulation which is barely suf- 
ficient to meet its needs and that any re- 
duction of the circulation produces deficit 
symptoms. The occurrence of these pares- 
thesias represents a temporary failure in ade- 
quacy of this patient’s spinal cord circulation. 
Case 2. A 50 year old colored woman was admitted 
to the hospital on May 26, 1958. The patient gave a 
history of a sudden onset, in Dec., 1955, of weakness 
of her arms and legs bilaterally. This was associated 
with pain radiating into both upper extremities and 
bladder incontinence. She was admitted to another 
hospital for several months and over the ensuing 
several years experienced a gradual improvement in 
the function of her extremities so she was able to 
walk, but noted residual weakness in her hands. 
Physical examination on admission revealed a B.P. 
of 110 systolic and 80 diastolic. The pulse was 60 
and regular, respirations were 20, temperature was 
normal. The general physical examination was within 
normal limits. Neurologic examination revealed that 
the cranial nerves were within normal limits. There 
was atrophy of the interosseus muscles of both hands, 
as well as of the flexors and extensors of the wrists. 
Motor power was proportionally reduced in the upper 
extremities. The biceps reflexes were present and 
equal but the triceps reflexes were absent bilaterally. 
The deep tendon reflexes in the lower extremities 
were equal and active. Bilateral extensor toe signs 
were present. A sensory level to pinprick was noted 
at C-7 with impaired pinprick below that level. Po- 
sition sense and vibratory sense were intact. Laboratory 
examinations revealed a normal hemogram and white 
blood count. There were normal urine and stool 
examinations. The blood Wassermann reaction was 
positive. Fasting blood sugar was 54 mg. per 100 cc.; 
serum proteins were normal. The patient refused a 
lumbar puncture. An EEG. was obtained and this 
revealed no evidence of focal disease of the brain. 
The patient stated that after a few puffs of a 
cigarette, she would have a sharp, aching pain in her 
lower cervical region and between her shoulders in 
the upper thoracic region, lasting about a minute 
and this would be associated with weakness of all four 
extremities. 
Comment. This case also represents spinal 
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cord damage in the distribution of the 
anterior spinal artery. The sensory level for 
pain sensation indicates involvement of the 
lateral spinothalamic tracts at the lower 
cervical levels. The atrophy of the interossei 
indicates involvement of the anterior horn 
cells also at this level. The persistence of 
the sensory level and the atrophy suggests 
that there is permanent damage to these 
areas, but the degree of recovery which she 
did exhibit is no doubt an indication of some 
degree of functioning collateral circulation. 
The return of weakness of her extremities 
and the occurrence of pain in the lower cervi- 
cal region with smoking suggests that the 
functioning collateral circulation is barely 
adequate and can be reduced transiently, 
the weakness representing reduced function of 
the lateral corticospinal tracts and the pain 
perhaps representing disturbed function of 
the crossing pain fibers in the involved seg- 
ments of the cord. 

Case 3. This 46 year old colored man was not ad- 
mitted to the hospital but was seen in the outpatient 
department in 1958. He gave a history of an acute 
onset, in 1955, of inability to use his extremities. 
This occurred while walking. He was taken to a hos- 
pital where a lumbar puncture was performed and 
antisyphilitic therapy was instituted. This was fol- 
lowed, over the next few years, by several other lum- 
bar punctures. 

Examination revealed that his B.P. was 150 systolic 
and 110 diastolic. The pulse was normal and regular, 
as were respirations and temperature. The general 
physical examination was not remarkable. Neuro- 
logic examination revealed that the cranial nerves 
were normal. Sensory examination showed impaired 
pinprick, on the right side of the body from the 
level of the 5th cervical segment downward and on 
the left side of the body from the level of the 2nd 
thoracic segment downward. Position sense and vibra- 
tory sense were intact. All the deep tendon reflexes 
were present and equal as were bilateral extensor 
toe signs. There was slight wasting of the interosseus 
muscles of the right hand and some fasciculations 
were noted in the right biceps and deltoid. There 
was moderately impaired coordination of all extremi- 
ties. 

The patient gave an additional history of having 
occasional numbness of his body from the upper ex- 
tremity downward and of occasional jerking of the 
right arm. He was unable to relate this to any ac- 
tivity, and upon questioning about the relationship 
of these phenomena to smoking he stated that he did 
not smoke. 

Comment. This case also represents spinal 
cord damage in the distribution of the 
anterior spinal artery at the lower cervical 
level. Wasting of the interosseus muscles of 
the hand and fasciculations noted in the 
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biceps and deltoid on the right side indicate 
disturbance of the anterior horn cells on that 
side. The sensory level for pinprick at the 
fifth cervical segment on the right and the 
second thoracic level on the left indicates in- 
volvement of the lateral spinothalamic tracts 
bilaterally. The extensor toe signs indicate 
some degree of disturbance in the corti- 
cospinal tract. 

The history of episodic increases of sensory 
deficit associated with jerking of the right 
upper extremity can be explained on the 
basis of impaired collateral circulation to the 
affected segments of the spinal cord. 

The episodic jerking of the right upper 
extremity forces one to consider the possi- 
bility of a cerebral lesion. However, the 
absence of any other findings suggestive of 
such a lesion is against such an explanation 
and, in addition, the remainder of the 
syndrome is typical of vascular disease of the 
spinal cord. Others have noted irritative 
phenomena of the anterior horn cells, pro- 
ducing muscular movements of the ex- 
tremities. Experimentally in cats, Luttrell 
has produced myoclonus with viral infections 
of the spinal cord even when the cats were 
decapitated. Campbell and Garland!® have 
described 3 cases with involuntary myoclonic 
movements of the extremities. In 2 of their 
cases autopsy revealed extensive inflammatory 
damage of the gray matter of the spinal cord. 
They termed these cases subacute myoclonic 
spinal neuronitis. 


Effect of Nicotine on Spinal Cord Circulation 


Because of the interesting phenomena 
noted in cases 1 and 2, nicotine was injected 
intravascularly in dogs and the effect on the 
oxygen availability on the dorsal surface of 
the cord was observed. 


The dogs were anesthetized with intravenous 
Nembutal (25 mg./kilo) and a laminectomy was 
performed between T-13 and L-3. The animal was 
suspended above the table from the vertebral spines, 
caudal and cranial, to the area of laminectomy. The 
dura was opened and the exposed cord was covered 
with a thin layer of mineral oil. Polarographic studies 
were made, using a glass insulated open type platinum 
electrode. The indifferent electrode was a silver 
chloride wire in contact with nearby muscles through 
a salt bridge. 

The voltage drop across a resistor in series with the 
oxygen cathode and the polarizing circuit was meas- 
ured, using a MacNichol-Bickard type amplifier with 
a Sanborn Twin-Viso hot wire writer. The electrodes 
were calibrated before and after each experiment in 
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saline in equilibrium with O,. Blood pressure meas- 
urements were obtained from the femoral artery with 
a Statham pressure transducer (Type P 23G6). 

The amount of nicotine injected intra- 
vascularly was 3 mg. This was chosen since 
this is the amount reported to be absorbed 
on smoking one cigarette.17 Upon injection of 
the nicotine there was a prompt drop in 
oxygen availability over the dorsal surface of 
the cord, lasting less than a minute; this 
could only be obtained with the first in- 
jection of nicotine. Subsequent injections 
produced no alteration in the recordings from 
the oxygen electrodes. There was an ac- 
companying slight elevation of blood pressure, 
lasting approximately one minute, which 
always occurred, as well as an increase in 
respiratory depth and rate, the latter lasting 
several minutes. 


Discussion 


All of the 3 cases presented exhibit evidence 
of transient episodic neurologic phenomena 
in the presence of a history of vascular in- 
sufficiency of the spinal cord. These clinical 
histories suggest that the blood vessel anas- 
tomoses anatomically present between the 
anterior and the posterior spinal arteries and 
between upper and lower segments of the 
cord are functional. The common clinical 
experience that most of the patients who 
exhibit vascular occlusive disease of the 
spinal cord show improvement supports this. 
It is difficult to explain improvement fol- 
lowing occlusive disease of the spinal cord 
without such functional anastomoses. 


Cases 1 and 2 in this group showed evi- 
dences of neurologic disability following 
smoking. The effect of nicotine on the circu- 
latory system in man is quite variable. 
Nicotine has been demonstrated to have an 
effect upon the parasympathetic, sympathetic 
ganglia which is initially that of stimulation 
with secondary persistent depression of these 
ganglia. Nicotine has also been demonstrated 
to stimulate the central nervous system, par- 
ticularly the respiratory centers, the vasomotor 
centers and the emetic centers. There may 
also be a nicotine effect upon the smooth 
muscle of blood vessels, producing vasocon- 
striction. The effect of nicotine is variable 
from patient to patient and cannot be pre- 
dicted. In most patients it produces a 
peripheral vasoconstriction but in a minority 
there is peripheral vasodilation. It has been 
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demonstrated, upon smoking a cigarette, that 
the retinal vessels usually do not change. 
However, a few subjects will show constric- 
tion of the arteries of the retina and in an 
occasional individual they will dilate. After 
smoking there is commonly a slight rise in 
blood pressure.'? It seems reasonable to as- 
sume that in these 2 unusual patients there 
was an impairment in circulation of the 
spinal cord as the result of nicotine ingestion. 
Spillane'® observed that following an injec- 
tion of nicotine (or with smoking) there was 
an increase in symptoms in 4 patients with 
spinocerebellar ataxia. Three of these pa- 
tients had the familial form of degeneration 
and one apparently had multiple sclerosis. 
It was his opinion that this increase in neuro- 
logic disability was the result of a central 
effect of the nicotine upon neurones of the 
cerebellum and that it was not of a vascular 
nature. However, others are of the opinion 
that the effect on the central nervous system 
which has been noted in multiple sclerosis 
following smoking are the result of changes 
of blood flow.4® Our observations on the 
effect of nicotine on the circulation in the 
spinal cord of the dog support the contention 
that changes in the central nervous system 
from smoking are due to vascular alterations 
as well as to a central effect. Also, they sug- 
gest that the transient phenomena noted in 
cases 1 and 2 after smoking are due to such 
vascular alterations. 

In the management of patients who pre- 
sent the syndrome of spinal artery insufficien- 
cy or thrombosis, it is desirable to promote 
collateral circulation and to prevent its fail- 
ure, in order to insure as complete a recovery 
as possible. The information available on 
factors which influence the blood flow in the 
spinal cord are meager. Otomo and asso- 
ciates,!4 using autoradiographic methods have 
demonstrated that in the dog with aortic 
occlusion in the thorax, the spinal artery 
system is capable of supplying blood through- 
out the entire length of the cord from the 
vertebral arteries. The capabilities of this 
system to carry blood throughout the length 
of the cord is favorably influenced by anti- 
coagulation therapy and by maintenance of 
an adequate blood pressure and it is very 
unfavorably influenced by lowered blood 
pressure. Using the oxygen electrode in the 
dog and by direct observation of the blood 
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vessels over the dorsal surface of the cord, 
Otomo and collaborators?® have noted that 
the most important factor in maintaining 
cord circulation is the blood pressure. Drugs 
such as epinephrine improve the circulation 
of the cord by elevating blood pressure, while 
histamine often may reduce the blood flow 
to the spinal cord and this is accompanied by 
a drop in blood pressure. However, heparin 
appeared to increase the blood flow of the 
cord without altering the blood pressure. 
Presumably this is the result of an alteration 
of blood viscosity. Papaverine was noted to 
increase the circulation of the spinal cord. 
However, it is doubtful if this drug would 
be of value in the presence of occlusive vascu- 
lar disease of the cord since it has been demon- 
strated that after cerebral vascular occlusion 
the accumulation of metabolites in the af- 
fected area insures maximum dilatation of the 
nearby blood vessels.2 Papaverine would 
probably not be able to increase the degree 
of collateral circulation by vasodilation. It 
would appear that the factors which influence 
the circulation of the spinal cord are the same 
factors which have been demonstrated to in- 
fluence cerebral circulation. 

The management of patients with vascular 
disease of the spinal cord should be directed 
toward insuring adequate cardiac function, 
the avoidance of any drop in blood pressure, 
a consideration of anticoagulant therapy, and 
intensive physical therapy. 

It has been demonstrated that anticoagulant 
therapy is of definite benefit in patients 
exhibiting transient episodes of cerebral 
ischemia due to vascular disease. Its value 
in these conditions is most likely the result of 
facilitation of collateral circulation. Any de- 
gree of recovery that may occur in spinal 
artery occlusion must be the result of the 
development of collateral circulation. The 
pathways for such collateral circulation are 
present and are potentially functional. The 
dangers of anticoagulant therapy in spinal 
artery occlusion can be reduced by careful 
selection of patients and its use only in those 
patients with a firmly established diagnosis. 
The typical syndrome of occlusion of the 
anterior spinal artery is that of an abrupt 
onset with rapid evolution within minutes 
or hours of weakness, usually paraplegia or 
quadriplegia, depending upon the level of 
the lesion. There is a sensory loss below the 
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level of the lesion which is of a dissociated 
nature, with impairment of pinprick and 
temperature, and preservation of touch and 
proprioception. These symptoms are the 
result of impairment of function of the 
cortical spinal tracts and the spinothalamic 
tracts in the lateral portions of the spinal 
cord at the level of the lesion. In addition, 
there is involvement of the anterior horn 
cells at the level of the lesion which may not 
be apparent in many patients. However, if 
the lesion is in the region of the lower cervi- 
cal cord, as was true in the cases presented 
here, muscle atrophy may be apparent, indi- 
cating damage of the anterior horn cells. In 
addition, there may be a segmental loss of 
pain and temperature sense at the level of 
the lesion due to involvement of the crossing 
of fibers which are about to enter the ascend- 
ing spinothalamic tracts. This is demon- 
strated in case 1, in which the patient 
exhibited loss of pinprick over the distribu- 
tion of the eighth and seventh cervical seg- 
ments bilaterally. Patients with disease of 
the anterior spinal artery frequently exhibit 
an onset associated with segmental pain 
which is in the distribution of the involved 
segments. Presumably this is also due to 
ischemia of the crossing pain and tempera- 
ture fibers. The subsequent course of the 
patient is that of some recovery, to a lesser 
or greater degree. This syndrome may be 
produced by other conditions, including 
hematomyelia, tumor, contusion, fractures of 
the vertebra or ruptured intervertebral disk. 
The evaluation of such patients should in- 
clude a careful history, x-ray studies of the 
spine, a lumbar puncture and, at times, 
myelography. The spinal fluid in occlusion 
of the spinal artery is normal with no evi- 
dence of block. At times there may be a 
slight elevation of protein or cells, especially 
if the vascular disease is of an inflammatory 
nature, as in syphilis. The etiology of oc- 
clusive vascular disease is commonly syphilis, 
arteriosclerosis, or the inflammatory arth- 
ritides. 
Summary 

1. Three patients with the syndrome of 
occlusion of the anterior spinal artery 
who exhibit transient fluctuation of their 
symptoms are described. 


2. In 2 of the patients the symptoms are 
transiently worsened by smoking. 
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3. Polarographic 


recordings from the 


dorsal surface of the dog’s spinal cord indi- 
cate a reduction in circulation of the cord 
following intravascular injection of nicotine. 


4. Factors influencing recovery after oc- 


clusion of the spinal artery and the manage- 
ment of patients exhibiting this syndrome are 
discussed. 
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Aretaeus on Paralysis 


“. . . Wherefore, the parts are sometimes paralyzed singly, as one eyebrow, or a 
finger, or still larger a hand, or a leg; and sometimes more together; and sometimes 
the right or the left only, or each by itself, or all together either entirely or in a less 
degree; and the parts only which are distant, homonymous and in pairs—the eyes, hands 
and legs; and also the parts which cohere, as the nose on one side, the tongue to the 
middle line of separation, and the one tonsil, the isthmus faucium, and the parts 
concerned in deglutition to one half. I fancy also, that sometimes the stomach, the 
bladder, and the rectum, as far as its extremity, suffer in like manner. But the internal 
parts when in a paralytic state, are concealed from the sight. . 

“If, therefore, the commencement of the affection be below the head, such as the 
membrane of the spinal marrow, the parts which are homonymous and connected with 
it are paralyzed; the right on the right side and the left on the left side. The cause of 
this is the interchange in the origins of the nerves; for they do not pass along the 
same side, the right on the right side, until their termination; but each of them passes 
over to the other side from that of its origin, decussating each other in the form of 


the letter X.” 


—From On The Causes and Symptoms of Chronic Diseases, (cir. 200 A.D.) Book 1, 
Chapter VII, translated from the Greek by Francis Adams for the Sydenham 
Society. 
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Ther mal Bur NS: Closure of the Wound* 


GARLAND D. PERDUE, M.D., and J. D. MARTIN, JR., M.D.,t Atlanta, Ga. 


The ultimate mortality rate has been influenced little over that shortly after the turn of the present 
century. New attacks in treatment seem to be needed. The authors discuss and point the way to 
possibly influencing the eventual morbidity and mortality of burns. As has been emphasized 

over and over, most burns are preventable accidents. 


4 


MUCH HAS BEEN ADDED to our knowledge of 
the treatment of burns in the past decade,!* 
but to avoid complacency it is wise to review 
the results of such treatment from time to 
time. Reconsideration of the shortcomings of 
methods in use often leads to new approaches 
in basic and clinical research, and a clearer 
understanding of the primary aims in therapy. 


Clinical Study 


The present study is based on an analysis 
of case histories of 108 patients admitted to 
Emory University Hospital during the past 7 
years. The mode of injury is presented in 
table 1. It is significant that 74% of these 
accidents (80 patients) occurred at home, 
while only 21.3% (23 patients) were occupa- 
tional injuries. The circumstances causing 
the accident were individually reviewed, and 
these injuries could be considered preventable. 
Indeed, in over 80% of the instances the burn 
was the result of obvious gross carelessness on 
the part of the burned subject, or in the case 
of children and the elderly, the persons re- 
sponsible for him. The appalling frequency 
of careless handling of hot liquids and in- 


TABLE 1 
MODE OF INJURY 


Inflammable liquids exploded or caught fire 46 
Hot liquids spilled 23 
Open fire—clothes caught fire (trash fires, fireplaces, etc.) 15 
Electric flash 9 
Smoking in bed 6 
Auto, aircraft, industrial machinery accidents 6 
Playing with matches 2 
Burning building 1 
Total 108 


Mode of injury. Note rarity of industrial accidents. 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 

+From the Joseph B. Whitehead Department of Surgery, 
Emory University School of Medicine, Atlanta, Ga. : 
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FIG. 1 


AGE DISTRIBUTION 


Na of Cases and Mortality 


AGE IN YEARS 


Note that a third of the injuries, and 4 of 7 deaths were 
in children under 10. 


flammable materials as a cause of burns was 
noteworthy in this study. 

The frequency of burns occurring in chil- 
dren noted in other reports*5 is confirmed 
in this series, as is seen in figure 1. The 
extent of injury is shown in figure 2. There 
were 7 deaths, a mortality rate of 6.5 per cent. 


FIG. 2 


EXTENT OF INJURY 
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No death occurred in a burn of less than 55% extent. 
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TABLE 2 
ANALYSIS OF DEATHS 
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Death 
Age Sex Extent of Injury in Days 
9 WF 65% 3rd degree 57 
8 WF 85% $rd degree 1 
4 WF 70% 50% 22 
8rd degree 
8 WM 85% 3rd degree 5 
17 WF 70% 35% 27 
degree 
42 WF 55% 3rd degree 55 
52 WM 100% 3rd degree 1 


Proximate 


Cause of Death Autopsy Other Complications 
Septicemia Yes Curling’s ulcer 
Burn shock No 
Acute No 
pulmonary edema 
Pneumonia, No Shock 
smoke inhalation 
Acute Yes Septicemia, 
pulmonary edema adrenal exhausion 
Septicemia Yes Thrombophlebitis, acute 
gastric dilatation, 
severe local infection 
due to pseudomonas, 
pulmonary embolus, 
nutritional depletion 
Burn shock No 


Analysis of deaths. In most the extent of injury was too extensive to permit survival. 


It is noteworthy that no death occurred with 
less than a 55% burn. Analysis of these deaths 
is presented in table 2. Most of these burns 
were too extensive to permit survival by 
known methods of treatment. It should be 
noted that in the borderline cases severe in- 
fection played a major role in the death of 
the patient. 

The most striking feature of this study is 
the number of complications which occurred. 
There were 81 complications listed in 37 pa- 
tients. These are enumerated in table 3. 
Even more striking is the frequency with 
which the more severely burned patients were 
further handicapped by superimposed dis- 
eases. For example, 29 of 41 patients with 
burns of over 25% in area had one or more 
complications. Further, 31 of the 60 patients 
whose burn was sufficiently deep and ex- 
tensive to require skin grafting had compli- 
cations. This indicates that the incidence of 
complications is directly related to the size 
and depth of the wound. 

A review of the records indicates that only 


TABLE 3 
COMPLICATIONS OF BURNS 


a 


I. Infections 
II. Severe contractures, palsies, and joint deformities 
III. Severe nutritional depletion 
IV. Pulmonary edema 
V. Urinary tract calculi 
VI. Curling’s ulcers 
VII. Others 


Total 


Complications of burns. Most of these occur late in the 
course of treatment. 


7 of these complications* occurred during the 
first week of the burn. As expected from the 
complications encountered, they are the type 
which develop late in the course of the dis- 
ease. The majority are the result of infection, 
in one form or another (Table 4), and many 
of the remainder are the consequence of pro- 
longed immobilization and nutritional de- 
pletion. Thus the incidence of complications 
is also directly related to the duration of the 
open wound. 

The time and economic loss from burns is 
well known. This is emphasized by the fact 
that these patients were hospitalized a total 
of 5,440 days, an average of 50.4 days per pa- 
tient. However, those patients who did not 
require skin grafting were hospitalized only 
11.9 days per patient, whereas those who did 
were in the hospital 81.1 days per patient. 
When the burn was larger than 25%, the 
average rose to 89.8 days per patient. Forty- 


TABLE 4 
INFECTIONS IN BURNS 


Local* 15 
Septicemia 9 
Urinary tract 9 
Serum hepatitis 1 
Thrombophlebitis 7 
Pneumonia 4 
Furunculosis 1 


Total 46 


*Listed only when associated with cellulitis, arvapeien, abscesses, 
or when so severe as to materially delay skin grafting or 
interfere with “take.” 

Infections in burns. These accounted for over half of all 
complications. 


*Pulmonary edema in $, one tr. reaction, pneumonia 


ansfusion 
in 2, and one paroxysmal auricular tachycardia. 
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nine patients were in the hospital longer than 
2 months, and 23 for 3 months or longer. 
Discussion 

From this study it is apparent that there 
are indeed many shortcomings in present-day 
treatment of burns. The first line of defense 
lies in the field of prevention. Industrial and 
vehicular accidents, themselves usually pre- 
ventable, play a minor role in the etiology of 
burns. Far more common is the occurrence 
of these injuries in and around the home in 
nonoccupational pursuits. Public health and 
civic campaigns to increase the general aware- 
ness of this situation, and suggestions for pre- 
vention of these accidents, may be of great 
value in reducing the incidence of burns. 

There are about 6,500 deaths annually due 
to burns,* but the mortality rate per se is 
perhaps not too unacceptable. Though it is 
not too much to hope for some increase in 
the salvage of patients, there will always be a 
sizable number whose injury is too great to 
permit survival. This will include most pa- 
tients with burns involving more than two 
thirds of the body surface. The most un- 
satisfactory aspect of the present treatment of 
burns lies in the tremendous morbidity and 
prolonged hospitalization, with the attendant 
economic loss to the patient and the com- 
munity. It is believed that more effort must 
be directed toward lessening the disastrous 
complications which presently occur, and 
toward shortening the period of disability. 
This justifies reconsideration of the aims of 
therapy, and comment regarding possible fu- 
ture progress. 

A burn is an injury to a vital organ, re- 
sulting in an open wound, which leads to 
marked loss of body fluids and profound 
physiologic alterations.7® Regarded as such 
it is comparable in its fundamental aspects to 
any other surgical wound. The aim of therapy 
in surgical wounds is correction of shock and 
replacement of lost fluids, and closure of the 
wound. 

Knowledge of the physiologic alterations 
which accompany burns has _ increased 
enormously in the past 2 decades, and methods 
of treating shock due to burn have improved 
accordingly. Though far from perfect, these 
methods are now sufficiently well standard- 
ized that burned patients are uncommonly 
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lost in the early days following injury, unless 
the burn is so great as to be overwhelming. 

The natural history of burns is such that 
closure of the wound is long delayed and, as 
emphasized in this study, the interval of 
time between injury and wound closure may 
be associated with numerous complications. 
This leads to prolonged hospitalization, de- 
bilitation, and death of many patients who 
have survived the initial injury. The ma- 
jority of the complications which occur are 
the result of infection in the open wound, 
with its sequelae of septicemia and infection 
of adjacent structures, such as the urinary 
tract (Table 4). Many other complications 
are the result of nutritional depletion from 
the wound and the prolonged immobilization 
that accompanies large, painful wounds. 

It is apparent that progress in treating the 
burn wound has not matched progress in 
management of burn shock. There has been 
much debate and comment regarding the 
relative merits of “open” versus “closed” 
dressings, the use of enzymes and antibiotics, 
and, from some pharmaceutical firms, various 
ointments to be applied to the burn. The 
unfortunate result has been that often too 
much attention has been paid to the method 
and not enough to the fundamental objective 
of closing the wound as early as possible. 

With presently available methods there is 
an unavoidable period of time during which 
an open wound exists. It is during this period 
that so many disastrous complications occur. 
Therefore, it is imperative that this interval 
of time be kept as short as possible and that 
treatment proceed with boldness and vigor. 
Aggressive surgical debridement of the eschar, 
as complete mobilization of the patient as is 
possible, and early closure of the wound with 
autografts and, if necessary, homografts, are 
of paramount importance. It is difficult but 
essential to maintain prolonged enthusiasm 
for the progress of the burned patient among 
the house officers and nursing personnel, and, 
most importantly, the surgeon who directs 
the treatment. This is an arduous, time- 
consuming, and often exasperating task, but 
the rewards are great. 

It is believed that future progress in the 
treatment of burns lies in research directéd 
toward means of accomplishing earlier closure 
of the wound. This implies earlier removal 
of full-thickness burned skin. Surgical ex- 
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cision would be the most direct method, and 
continuing advances in supportive measures 
which permit operations of such magnitude 
may soon make this possible even in extensive 
burns. A necessary prerequisite for such an 
undertaking is a means of accurate distinction 
between partial-thickness and full-thickness 
injury. 

Prompt closure of the burn wound also re- 
quires an adequate supply of skin. The use of 
homografts as a stopgap in extensive burns 
has been a major contribution, but the ulti- 
mate aim remains coverage with autografts. 
Further research toward subdivision of a 
limited amount of skin to cover a maximum 
area may be of great value in a solution to this 
problem. 

Summary 


A review of the case histories of 108 burned 
patients admitted to Emory University Hos- 
pital was made. It was found that over 80% 
of these injuries could be clearly traced to pre- 
ventable accidents. 

The mortality rate in this series was 6.5 
per cent. However, in the more seriously 
burned patients numerous complications oc- 
curred in the course of the hospital stay. It 
was noted that the majority of these compli- 
cations were the direct result of the open 
wound or of prolonged immobilization. 

The continued disability of extensively 
burned patients was demonstrated by the fact 
that in those patients whose burn was 25% 
or more of the total skin surface the average 
hospital stay amounted to approximately 3 
months. 

The basic aim in burn treatment, as in any 
other surgical wound, is to correct the physio- 
logic alterations resulting from the injury, 
and to close the wound as early as possible. 
Though much progress has been made toward 
understanding and correcting the altered 
physiology of burns, similar progress has not 
been made in early closure of the burn wound. 

Future progress in research on burns may 
come from consideration of means of ac- 
complishing early surgical excision of the 
burned tissue with early complete closure of 
the burn. 
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Discussion (Abstract) 


Dr. John A. Moncrief, Atlanta, Ga. Since Haldor 
Sneve first published his discussion in the J.A.M.A. 
1905, of his treatment of patients with saline resuscita- 
tive therapy we have been unable to improve on the 
mortality following burns of greater than 20% body 
surface area. Since 1905 many measures have been 
adopted for the local treatment of the burned area, 
such as tannic acid, all of which have for excellent 
reasons fallen into disrepute, but in spite of this 
myriad of therapeutic approaches the mortality rate 
remains essentially that reported by Sneve. The sur- 
vival time of these individuals has been somewhat 
prolonged, but the survival rate is unchanged, and 
the basic cause at the present time is infection mani- 
fested as septicemia in contrast to the death in shock 
resulting from inadequate resuscitative therapy, which 
previously obtained. 

Invasion of the burn area and its adjacent soft 
tissues with transportation of the organisms by way 
of the lymphatics begins a few hours after the burn 
is incurred, and proceeds throughout the course of 
the patient’s illness until the burn itself has been 
converted to a clean wound by grafting. Septicemia 
becomes manifest in the majority of cases between the 
eighth and tenth post-burn day, and the survival time 
following the onset of clinical septicemia varies from 
3 to 7 days. Until recent years the primary organism 
involved in burn septicemia with the Micrococcus 
pyogenes, but in the last 2 years the gram negative 
organisms have assumed a much more significant role. 
The Pseudomonas and to a lesser extent Proteus 
organisms have particularly been prominent. The 
clinical picture is characterized by high fever of 104- 
106 degrees, tachycardia, tachypnea, ileus and a pre- 
terminal and terminal hypotension, which becomes 
refractory to all types of therapy, and accompanied 
by an oliguria and finally complete anuria. In the 
gram positive septicemia there is a progressive and 
profound disorientation which is much less promi- 
nent and severe in the gram negative septicemia. It 
is characteristic of the involvement with the gram 
negative organism that preterminally the patient drops 
from a previous hyperthermia to a marked hypo- 
thermia with temperature ranging in 96 and 97 
degrees. 

It is obvious that since the burned surface and 
adjacent tissues are the source of this septicemia, 
which accounts for 90% of the late burn mortality, 
something must be done to prevent the contamination 
of the general body tissue by the organisms invading 
the body from the burn area. Systemic and _ local 
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antibiotic therapy are absolutely of no value in com- 
bating this infection, as the only thing they ac- 
complish is changing a sensitive flora to a resistant 
one. The only organism which can be eradicated 
from the burn surface by systemic therapy is the 
group A beta hemolytic streptococcus. This organism 
can be eradicated by amounts in the range of 300,000 
to 600,000 units daily I. M., but only if necrotic 
tissue has also been completely removed from the 
burn surface. No other organism can be significantly 
affected by antibiotic therapy. Mechanical cleansing 
of the wound with soap and water is by far the most 
effective measure presently available. In view of the 
inability to combat the infection with presently avail- 
able antibiotics, the only method available at this 
time is to convert the contaminated burn wound to 
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a clean wound, by either early excision prior to the 
onset of septicemia (and thus within the first week 
post-burn) and coverage of the area with autografts 
and homografts, or by rapid debridement of the bum 
area subsequent to this time and coverage with auto- 
grafts and homografts. Technically it is much easier 
in the first week post-burn, before autolysis of the 
third degree area begins, and certainly the patient is 
in better condition to survive major surgery and the 
survival rate of both patient and grafted tissue is 
much greater. 

I would like to take this opportunity to express my 
appreciation for the privilege of the floor and to again 
congratulate Drs. Martin and Perdue on their fine 
paper. 
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Lest We Forget" 


“God of our fathers, known of old, 
Lord of our far-flung battle-line, 
Beneath whose awful Hand we hold 
Dominion over palm and pine— 
Lord God of Hosts, be with us yet, 
Lest we forget—lest we forget!” 
THIS PRESENTATION will consider a large group 
of previously unreported casualties observed 
by the writer during the period of several 
weeks subsequent to the invasion of France 
on D-Day, June 6, 1944. These casualties, 847 
in total number, were admitted to Naval Base 
Hospital No. 12 on the South Shore of Eng- 
land. 


During a subsequent study of several of 
these cases at the U.S. Naval Research Insti- 
tute at Bethesda, Maryland, this type of cas- 
ualty was called a “solid blast injury,” and 
they were classified along with underwater 
blast injuries and air blast or concussion in- 
juries. However, due to the fact that this was 
by far the largest group of that type of cas- 
ualty ever observed, and in view of the fact 
that they were always produced by a force 
directed upward, it was felt that the term, 
“vertical force injuries,” would serve a better 
descriptive purpose. To give us a clearer 
understanding of the type of injury under 
consideration, we must first have some knowl- 
edge of the mechanism and production of 
these injuries, following which the reason for 
calling them, “‘vertical force injuries,” will be 
self-evident. 


Prior to June 6, 1944, the enemy had placed 
in various strategic positions such as, well- 
traveled courses in the English Channel, at 
the entrance to various harbor installations 
and so forth, acoustic mines containing a long 
ton or approximately 2,200 pounds of high 
explosive. These mines were so devised and 
mechanized as to become activated after a 
multiple series of impulses. After one or more 
of these impulses had sensitized the mechan- 
im to the point where the mine, released 
from its detaining anchor, was attracted by 


*Chairman’s Address, read before the Section on ns 
and Traumatic Surgery, Southern Medical Associati Fifty- 
Third Annual Meeting, Atlanta, Ga., November 16- 19, '1959. 


A. H. WEILAND, M.D., Coral Gables, Fla. 
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the vibration of a turning propeller and ap- 
proached the vessel. The ensuing explosion, 
usually just forward of the propeller or some- 
where near the fantail of the ship, of course, 
produced a very devastating effect upon the 
vessel with resultant severe injuries to the per- 
sonnel within the various compartments and 
on the deck of such vessel. At Bethesda atten- 
tion was called to the fact that many of these 
casualties who received the most severe in- 
juries were in a horizontal position at the 
time of the blast. As a matter of fact, it must 
be conceded that in the early stages of the 
war, naval personnel on many occasions were 
instructed to lie on the deck in a prone posi- 
tion when an underwater explosion was immi- 
nent. It is evident, following a study of this 
group, that the surest way to commit suicide 
would be for an individual to assume a prone 
or supine position on the deck during one of 
these occasions. 

With the beginning of the first week of 
June, 1944, the tempo of things along the 
southern shore of England became accelerated. 
The drone of bombers passing overhead, 
either on their way to or from a mission over 
France or Germany, could be heard almost 
constantly day and night. The movement of 
troops about their staging positions became 
more active. At the loading hards along the 
shores of Southampton waters and at the piers 
in Southampton harbor there was feverish ac- 
tivity, as ships of all descriptions were loaded 
with gear of one kind or another and were 
being prepared for the Invasion. Thousands 
of troops were concentrated in almost every 
bit of woodland of the entire southern part of 
England and long lines of cannon and other 
field pieces were pulled up along the roadside 
to make use of every conceivable bit of park- 
ing space. Army jeeps dashed about in a mad 
scramble, dodging here and there, bent upon 
some last errand before the great event took 
place. Behind the Isle of Wight and back and 
forth between various points in Southampton 
waters hundreds of vessels plowed back and 
forth, each one apparently intent upon some 


definite purpose. 
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By Saturday, June 3rd, it was quite evident 
that there was a more constant pattern in the 
stream of traffic. From our vantage point at 
the old Royal Victoria Hospital, then desig- 
nated Naval Base Hospital No. 12, it could be 
determined that the general trend of the 
movement was outgoing toward France. There 
were a great many LSTs, there were LCTs, 
LClIs, tugs, mine sweepers, Liberty ships, gun- 
boats of one class or another with their guns 
protruding ominously from the gunports, and 
large floating docks which had been fabricated 
along the hards of Southampton waters. Here 
and there were sleek white hospital ships with 
large red crosses painted on each side. It 
seemed that all of these outgoing vessels had 
either one or two large barrage balloons 
anchored to the bow or to the stern to fend 
off low flying airplanes. Many of these vessels 
were destined to be the target of bombs 
dropped from the air, shells delivered from 
shore batteries, and underwater explosions of 
mines; and it was on these ships that many of 
the casualties described herein were produced. 

We must recognize that in the production 
of these severe injuries two factors are con- 
sidered,—first, the immediate blast effect of 
the explosion which produced a sudden up- 
ward thrust of the deck, probably not exceed- 
ing two inches; second, the subsequent heave 
of the deck following the initial explosion by 
perhaps 15 to 20 seconds. A study of the in- 
jured personnel would indicate that both of 
these factors played an important part in the 
production of the skeletal injuries, though the 
effect of the immediate blast was undoubtedly 
the more important of the two impulses. 

Included in this group of cases were also a 
number of casualties which were taken from 
the bridge overlying the conning tower of the 
U.S.S. Texas when she took a high explosive 
shell down her conning tower while standing 
offshore from Brest, France, during artillery 
action. While this smaller group of cases is not 
exactly typical of those produced by the un- 
derwater explosion of an acoustic mine, they 
must still be considered vertical force injuries. 

It can be generally stated that the amount 
of disturbance, the degree of damage to the 
vessel, and the number and severity of the in- 
juries may be reckoned as being directly pro- 
portional to the size and tonnage of the vessel 
involved. The smaller and lighter the vessel, 
the more damage was to be encountered, the 
greater the number of casualties and the more 
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severe the injuries. Conversely the larger the 
vessel the lesser the degree of severity and 
number of casualties. 


The highest percentage of casualties occur- 
ring on any one vessel were undoubtedly on 
the U.S.S. Tide, a minesweeper. Early on the 
morning of D-Day, with a complement of 113 
men and officers, she encountered an acoustic 
mine and immediately suffered 20 killed or 
missing, and of the remaining 93, 92 were hos- 
pitalized as casualties. Careful histories were 
taken from many of these casualties and the 
following typifies the experience of these men. 


Lt. X was the Commander of an LST mov- 
ing cargo and men into Omaha Beach on the 
morning of D-Day. He, together with four of 
his Junior officers, was standing on the super- 
bridge of his vessel, proceeding toward Omaha 
Beach. This bridge was constructed of steel 
framework over and above the regular bridge 
of the LST. As they approached Omaha 
Beach, an acoustic mine detonated under- 
neath their vessel and three of the officers on 
the bridge with him were killed. He himself, 
on the subsequent heave of the deck was 
thrown upward into the air, his foot becoming 
fouled in the lines on the level with the cross 
arm adjacent to the radar eye. He stated that 
as he hung there head down, a peculiar sensa- 
tion assailed him as he saw the bow of an LST 
going away in the distance and did not realize 
until later that it was the bow of his own ship, 
the explosion having broken it in two. Other 
casualties told of seeing portions of a five inch 
gun emplacement being dislodged from the 
deck over the fantail of an LST and being 
thrown high in the air a tremendous distance. 
Many others told of being thrown into the air 
and sustaining injuries of one sort or another 
as they again struck the deck. Of the actual 
number of 847 casualties due to vertical force 
admitted to the hospital many, of course, were 
of a minor nature and consisted of nothing 
more than contusions of the feet, sprains of 
the knee, simple subcutaneous hemorrhages 
into the soft parts of the lower extremities or 
simply exposure and immersion. There was a 
rather large group in which very little actual 
bony damage was produced, but these men, 
nevertheless, suffered material injury to the 
soft parts of their lower extremities. In prac- 
tically all of those in whom surgery was 
performed on the lower extremities, a charac- 
teristic type of subcutaneous hemorrhage was 
encountered which involved practically the 
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entire subcutaneous circumference of both 
lower extremities, extending up to and above 
the knees. This subcutaneous area of hemor- 
rhage was approximately one centimeter in 
thickness and was apparently the result of the 
rupture of many fine capillary vessels in the 
subcutaneous tissues. Also in association with 
this group were found many patients with dis- 
turbances of their knees, probably due to a 
stretching or tearing of the collateral and 
cruciate ligaments. 

As we move up the scale of increasing sever- 
ity, the next group of patients was character- 
ized by tibial plateau fractures of relatively 
mild degree. This fracture involved either 
one or both tibial condyles. In the class of 
more severe injuries were the multiple frac- 
tures of the feet with penetration of the lower 
end of the tibia through the tarsus and several 
through the soft tissues of the sole of the foot. 
There were 17 casualties with complete dislo- 
cation of the knee, 3 of these were bilateral; 
and of the total number of knees dislocated, 4 
were compound with the femoral condyles 
protruding through the popliteal space. They 
were about evenly divided between anterior 
and posterior dislocation. Nineteen of these 
extremities were sacrificed at Naval Base Hos- 
pital No. 12 because of gangrene; one man 
who was evacuated by hospital ship had his 
leg amputated on the way back to the States. 

There were 98 casualties with compression 
fractures of one or more vertebrae; the great- 
est number of segments injured in any one 
individual was five. Strange as it may seem, 
the largest number of fractured spines from 
any one vessel occurred on a Liberty ship on 
D-Day plus 45. There were 16 men with spine 
fractures taken from this one vessel. Liberty 
ships are of considerable tonnage and much 
heavier than most of the vessels encountering 
acoustic mines. Incidentally, in this same con- 
voy on D-Day plus 45, three Liberty ships 
were damaged by acoustic mines in one swept 
channel. Many of these casualties had multi- 
ple skeletal injuries such as these cases picked 
at random: 


W. A.—Yeoman Ist Class—Multiple frac- 
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tures both legs, open dislocation of both 
knees, open fracture dislocation both ankles. 

O. V.—Machinist 3rd Class—Injured on 
LCT 458; complete disintegration of both 
knees with open posterior dislocation, the 
right, and closed dislocation on the left, frac- 
ture of the clavicle on the right. 

R. O.—Radioman 3rd Class—Injured on 
the minesweeper Partridge; severe compres- 
sion of dorsal 12, fracture of six ribs, and-open 
fracture of the left femur. . 

R. J—Gunnersmate 2nd Class—Taken 
from yard minesweeper No. 350; injuries con- 
sisting of open dislocation right knee with 
gangrene, open dislocation left knee, multiple 
open fractures of the left tibia and gangrene 
of left leg. 

K. S—Engine room man 3rd Class—Taken 
from LST No. 593; injuries consisting of four 
fractured ribs, ruptured cruciate ligaments bi- 
lateral and fracture of the right tibial plateau. 

E. §.—Storekeeper 2nd Class—Taken from 
U.S.S. Texas; complete disintegration of both 
ankles and both feet, multiple comminuted 
fractures of both feet and both ankles. 

A. F.—Technician—Taken from 
Texas; complete disintegration of both feet 
and ankles. 

Conclusion 


1. The so-called vertical force injuries as a 
group were the most severe of all the casual- 
ties encountered. 

2. The most frequent injury was to the low- 
er extremities, and the joint most often in- 
volved was the knee. 

3. Seventeen casualties with one or both 
knees dislocated all developed severe circula- 
tory damage necessitating amputation. 

4. Two factors were responsible for the 
skeletal damage—the immediate blast and the 
subsequent heave of the deck. 

“Far-called, our navies melt away; 

On dune and headland sinks the fire: 
Lo, all our pomp of yesterday 

Is one with Nineveh and Tyre! 
Judge of the Nations, spare us yet, 
Lest we forget—lest we forget!” 
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Chronic Urticaria II: 


Dental Infections* 


Association with 


ALBERT H. UNGER, M.D., El Paso, Tex. 


Though the removal of a focus of infection is commonly unsuccessful in the management of 
chronic urticaria; its relationship to dental infection at times is unquestioned. Thus, the 
teeth must be included in the consideration of possible causes of this disease. 


SUCCESSFUL TREATMENT Of chronic urticaria 
depends upon a thorough etiologic investiga- 
tion from many approaches; persistence and 
an open mind increase our chances of suc- 
cess. One facet of this search involves a hunt 
for infection or infestation anywhere in the 
body. Too many physicians regard the teeth 
as foreign bodies which hinder the view into 
the pharynx, and do not think of them as 
parts of the body. However, dental disease 
can and does contribute to the etiology of 
chronic hives; a thorough dental examination 
should always be part of the diagnostic study 
for these patients. 

The enigma which we call “chronic 
urticaria” cannot be ignored; some 15 to 25% 
of all adults have had hives.1 While the usual 
episodes are so mild or transient that doctors 
call hives a “minor disease,” they are most 
distressing to the patient. Some of the com- 
plications listed in table 1 can be dangerous, 
especially laryngeal edema. This is one of the 
“giant hives,” or angio-edema, which is a 
swelling process of the subcutaneous tissues, 
producing more diffuse but less pruritic 
lesions, than those involving the vessels of the 
upper corium (hives). 

Causes of chronic urticaria, as enumerated 


TABLE 1 
COMPLICATIONS OF CHRONIC URTICARIA? 


Laryngeal edema 
G.I. edema (nausea and vomiting, pain, cramps, diarrhea) 
Peripheral neuropathy (cempression?). 

Cerebral edema 

Renal disease 

Collagen disease—(?) lupus erythematosis, polyarteritis 
Myocardial affection (in serum sickness) 

Exophthalmos? 


*Read before the Section on Allergy, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 
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TABLE 2 
CAUSES OF CHRONIC URTICARIA? 


Drug allergy and idiosyncrasy 
Food allergy and idiosyncrasy 
Infection and infestation 
Emotional factors 

Physical allergy 


in table 2, have been discussed previously. 
Leider* recently blamed 10% of such cases on 
focal infection and infestation, 5% on food 
allergy, and the major 85% on drug sensi- 
tivity. Acute urticaria is most often due to a 
single cause; chronic urticaria is usually due 
to several factors, which can act individually 
if in large quantity or added together as 
small quantities of several factors to cause 
exacerbations. This greatly complicates our 
investigations. 


Focal Infection and Urticaria 


Infection can act alone or supplement other 
causes to incite an episode of hives; chronic 
foci of infection can keep causing lesions. 
When the theory of focal infection was in 
full flower, too much was attributed to it. To 
place it in its proper perspective, we must 
now rescue this theory from the limbo to 
which the swing of the pendulum has carried 
it. Foci of infection, regardless of site or 
flora, can contribute to various diseases. 
Among others, intestinal parasites and amoe- 
bas have been associated with hives.5 Certain- 
ly, the teeth represent prime potential pockets 
of trouble.*7 

The literature on urticaria and on dental 
infection reveals few specific allusions to a 
correlation between the two. Many articles 
merely include “dental infection” in a long 
list of potential foci.81° Since we do not yet 
know how bacteria act as allergens, why indi- 
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viduals are specifically sensitive, or even what 
allergy is, this lack of reference is under- 
standable. 

Resch and Evans! uncovered evidence of 
chronic dental infection in 50 and caries in 
75 of 100 patients with chronic urticaria. 
Seventeen of the infected 50 were treated and 
their course followed; in 11 the course of the 
urticaria being found was unaffected, while 
hives disappeared in the other six. Urticaria 
recurred in 3 of these 6, at intervals of 13 
years, 11 months, and 3 months. 

These authors concluded, “Certainly the 
lack of effect on the urticaria from removal 
of the infection by extraction in the 11] pa- 
tients indicates the absence of an etiologic 
correlation in this group, if indeed the in- 
fection was completely eradicated. . . .Urti- 
caria may be considered to be a pattern of 
reaction to many different stimuli, as sug- 
gested by unpredictable remissions and exacer- 
bations. . Even though the importance 
of dental infection in urticaria is not clear, 
search for such infection seems indicated in 
patients with stubborn urticaria of obscure 
origin, since prompt clearing occasionally 
does follow indicated dental surgery. More- 
over, such treatment improves the patient’s 
general health.” 

Sites of dental foci of infection are shown 
in figure 1. Periapical abscesses were formerly 
considered prime troublemakers; periodontitis 
is now recognized as almost equally im- 
portant.® Active infection need not be grossly 
or radiographically evident for a site to cause 
hives. In one patient, whose history follows, 
and 2 others not included here, removal of 
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FIG. 2 


(Case 1) Impacted wisdom tooth. 


noninfected teeth (“dead teeth” or unerupted 
wisdom teeth) was succeeded by cessation of 
urticaria. 


Case Reports 


Case 1. Mrs. D. B., a 27 year old housewife, was 

first seen on Jan. 23, 1958, with a history of daily 
hives 4 years ago for 7 weeks. Since then recurrences 
for 1 to 3 days every 2 months had been too mild 
to require medical attention. The present episode 
started 6 weeks prior to initial visit; daily lesions in- 
volved various areas, including the tongue and throat. 
She correlated the onset with delivery of her second 
child 7 weeks before. She has never noted hives during 
either pregnancy. No known or suspected incitants 
were indicated; tomatoes aggravate her mild hay 
fever. Epinephrine was ineffectual and steroids had 
been tried. A hive diet and antihistamines afforded 
no relief. Facial swelling one week later was attrib- 
uted to pork. Abdominal cramps were now noted 24 
hours before the swelling. A Five-Food Diet was fol- 
lowed by some clearing of the lesions. On Feb. 8, 
dental extraction was done (see below). Tablets given 
then ior pain caused hives. Since then aspirin has 
been incriminated several times. Fish seemed to 
initiate hives, but only immediately before or after 
her menses. (She is definitely more sensitive at these 
times.) 
Mrs. B. was seen several more times during 1958. 
After the dental surgery hives became infrequent and 
much milder. In Nov., 1959, she said she had had 
no hives for over one year, eats everything and lives 
a normal life. 

Dental Report (courtesy of A. J. Klump, D.D., 
Alamogordo, N. M.). “Jan. 28, 1958: Patient received 
full mouth radiographs and examination. . . . The 
patient’s general oral tissue, both hard and soft, ap- 
peared in good condition. X-ray findings: The pa- 
tient’s maxillary right third molar was impacted 
(Fig. 2). However, the patient gave no indication of 
pain, trismus or infection from this impaction. Feb. 
8, 1958: Patient’s maxillary right third molar was 
surgically removed. Sutures were removed 6 days 
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later and patient recoverd with no postoperative 
complications.” 


Case 2. Mrs. D. L., a 35 year old housewife, was 
first seen April 10, 1957, with a history of typical hay 
fever (April to the time of frost) for 10 years and 
daily urticaria for over a month. Tests and injections 
for hyposensitization have controlled the nasal 
symptoms. A Hive Diet and, subsequently, Five-Food 
Diet did not alter the hives, which remained general- 
ized and, on occasion, involved lips and lids. Pruritis 
was adequately controlled by chloroprophenpyrida- 
mine. Within a few days after dental care, her hives 
ceased. None have appeared up to Nov., 1959 (thirty 
months). 


Dental Report. (courtesy of Seymour Ash, D.D5., 
EI Paso, Tex.): “Clinical examination of the oral cavity 
was negative. Roentgenographic examination re- 
vealed the presence of a small pathologic lesion at the 
apex of the lower left central incisor tooth and the 
apparent fracture of the root of this tooth 5 mm. up 
from the apex. Root canal therapy was performed on 
April 23, 1957. Subsequent healing was normal and 
uneventful and a follow-up x-ray taken on Nov. 5, 
1957, showed no pathology and good bone regeneration. 
Another x-ray on Sept. 30, 1959, showed the area 
completely filled in with normal bone” (Fig. 3). 

Case 3. Mrs. J. McC., a 24 year old housewife, was 
first seen Feb. 5, 1959, with a history of chronic cough 
for 6 years and daily hives for 2 months. The 
urticaria. was unrelated to menses or emotional 
pressure. On one occasion aspirin apparently precipi- 
tated an attack. Her teeth were admittedly in poor 
repair. Because of the presence of rales in both medial 
bases, a chest film, complete blood count, sedimenta- 
tion rate, and sputum examination were ordered. 
All were within normal limits. She was placed upon 
a Hive Diet and urged to attend to her teeth promptly. 
Following the dental care detailed below, the 
urticaria disappeared, with no recurrence to Nov., 
1959. Her cough persists unabated; she eats every- 
thing, but has not tried aspirin. 

Dental Report (courtesy of J. J. Birdwell, D.DS., 
Alamogordo, N. M.): “Mrs. McC. came to my office 
early this year (Feb. 10, 1959) with a common tooth- 
ache. The left lower first molar, which was carious 
with nerve exposure, was removed, and subsequently 
we cleaned her teeth and delivered two partial ap- 
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TABLE 3 
DIAGNOSTIC APPROACH? 


Complete and very detailed history 

Physical examination, laboratory studies as needed 
Dental examination with full-mouth x-rays 
Eliminate all drugs 

Elimination diets 

6. Food and event diary 

7. Emotional attention as indicated 


Coe 


pliances to replace extracted teeth. X-rays were not 
indicated and there was no apparent oral infection.” 


Discussion 


No attempt could or will be made to prove 
that all victims of chronic urticaria will be 
“cured” by dental care. The 3 patients cited 
represent successful results (not the only 
ones) which must be balanced against the 
failures we all see. However, these “cures” 
would have been impossible had the teeth 
been ignored. In conjunction with other 
diagnostic and therapeutic measures, dental 
attention definitely offers the patient with 
hives an added chance of relief. It is still most 
important to approach the problem of urti- 
caria from every possible aspect (Table 3). 
There are no set patterns, even in the dental 
disease associated with hives. Infection may 
be obvious (Case 3), minimal (Case 2), or be 
absent (Case 1). 

In recommending corrective dental care to 
these patients, we first ask the dentist, “What 
will happen to this condition in the future? 
Will it eventually require care?” If the latter 
answer is affirmative, we urge the patient to 
have it done now, on the basis that it must be 
corrected sooner or later and that it may help 
the hives. Should we fail in the latter ob- 
jective, we still have the satisfaction that the 
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(Case 2) Serial films before and after root canal therapy. 
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patient is in better general health as a result 
of proper dental attention. We and the pa- 
tient have a great deal to gain and naught 
to lose. 
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Discussion (Abstract) 


Dr. Claude A. Frazier, Asheville, N. C. 1 believe 
this paper makes us realize how thoroughly we must 
search for the cause of urticaria and to use every 
means at our disposal to find the cause. 


Inhalants, foods, bacteria, drugs, physical agents, 
insect bites, endocrine disturbances and emotional 
disturbances may cause urticaria. 


One factor or frequently a combination of the above 
factors may play a role in urticaria. For example, a 
patient was helped when certain foods were elimi- 
nated from the diet, but did not completely clear un- 
til the dental foci was treated. 
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Urticaria is frequently associated with infection. 
One should inquire about symptoms of a focus of 
infection of the ears, throat, teeth, sinus, lungs, gall- 
bladder, genitourinary tract, skin and elsewhere. 


Sometimes, when an autogenous vaccine has been 
made from the focus of infection, hyposensitization 
may give relief of the symptoms and again, with over- 
dose of the vaccine, the urticaria may be exacerbated. 

Although the removal of the dental foci may relieve 
the urticaria it does not necessarily follow that every 
infected tooth is associated with an existing urticaria. 
A renewed and severe attack of urticaria is not in- 
frequently observed after surgical intervention in a 
suppurative focus. 


I feel that patients should be sent to a good dentist 
to have the teeth evaluated and then let him decide 
if any treatment is indicated. If, after a thorough 
examination of the teeth, no dental defects are found, 
I do not recommend removing the teeth. I say this 
because just recently I saw a patient who, before con- 
sulting me, had had his sound teeth removed as a 
diagnostic measure to see if his symptoms would be 
relieved; however, there was no improvement. 


Sometimes a focus of infection may occur in a nasal 
sinus. It is particularly important in dealing with 
infection of the maxillary sinus to always take into 
consideration the possibility of the infection arising 
primarily from one or more infected teeth which lie 
in relation to the antrum. Chronic maxillary sinusitis 
may be produced by periapical and peridontal infec- 
tion. It is important that the teeth be investigated in 
all cases of maxillary sinusitis. Treatment of the 
teeth may relieve the sinusitis and urticaria. 

I have felt that the urticarial wheals due to foci of 
infection are usually deep-seated on pressure areas, 
and have more of a burning than itching, and vary 
in size from a split pea to a dime. 
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Choledochal Cyst: Report of Case Successfully 


Treated by Resection and Roux Type Anastomosis* 


MONFORD D. CUSTER, JR., M.D.,t Winchester, Va. 


CHOLEDOCHAL CysT is an uncommon anomaly 
of the extrahepatic biliary tract thought to be 
congenital in nature and to result from com- 
bined weakness in the wall of the duct to- 
gether with distal obstruction. The Japanese 
show a peculiar predisposition for this lesion, 
nearly one third of all cases having been re- 
ported by Japanese surgeons. The female sex 
predominates in a ratio of four to one. 


Case Report 


C. M., (No. 172033), an attractive 10 year old white 
boy, was admitted to the Winchester Memorial Hos- 
pital on Nov. 18, 1958, under the care of Dr. George 
E. Troxel. The chief complaint was that of upper 
abdominal pain with associated vomiting. The attack 
was of 7 days duration, and was the most recent of a 
series of such attacks extending over a 2 year period. 
This episode, however, differed from the others in 
that jaundice, which had been present for one week, 
was a distinctive feature. 


Salient physical findings included icterus of the skin 
and sclera and presence of a right upper quadrant 
mass. The latter could be differentiated from the liver 
and was described by one examiner as “an elongated 
cystic mass,” a description subsequently proven to be 
a remarkably accurate one. The spleen was question- 
ably palpable. 


Laboratory studies revealed the presence of a mild 
obstructive type of jaundice evidenced by: serum bili- 
rubin 3.0 mg., alkaline phosphatase 32.5 King and 
Armstrong units, and a transaminase of 60 units. The 
serum amylase was 40 units and the cephalincholes- 
terol flocculation test was 2 plus. Red cell fragility test 
was normal, as was the erythrocyte sedimentation rate. 
No shadow was cast upon attempted cholecystography, 
and x-ray examination of the upper gastrointestinal 
tract was not unusual. 


The child’s jaundice progressed to a serum bilirubin 
level of 8.3 mg. per 100 cc. during his first week’s hos- 
pitalization. Other clinical features remained un- 
changed. Surgical consultation was requested on Nov. 


*Read before the Section on Surgery, Southern Medical As- 
ag laces Annual Meeting, Atlanta, Ga., November 


+From_ the Winchester Surgical Clinic and the Winchester 
Memorial Hospital, Winchester, V: 
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10x18 cm CHOLEDOCHAL CYST 


APPEARANCE OF CHOLEDOCHAL CYST AT 
OPERATION I2-I-58 


25, 1958, and exploration recommended for jaundice 
felt to be secondary to a malformation of the extra- 
hepatic biliary duct system. 


On Dec. 1, the abdomen was explored through a 
primary right upper rectus muscle retracting incision. 
The mass proved to be a cystic structure, oblong in 
shape and somewhat larger than a grapefruit (Fig. 1). 
It was situated retroperitoneally, the descending por- 
tion of the duodenum overlying a part of its medial 
border. The greatly dilated common hepatic and cystic 
ducts, the latter long and tortuous, entered the struc- 
ture separately on its anterosuperior aspect. Near the 
lower pole a strand of tissue was identified which was 
considered to be the obliterated distal portion of the 
common duct. The gallbladder was moderately dis- 
tended, but the liver was essentially normal in appear- 
ance. The cyst itself was neither aspirated nor opened, 
but in the laboratory its contents were found to repre- 
sent mucoid fluid which was stained with bile (Fig. 2). 


After incising the peritoneum and another layer or 
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Photograph of specimen. Clamps on common hepatic and 
cystic bile duct. 


two of fibrous covering tissue, it was possible to de- 
velop the lower pole of the cyst through a plane of 
cleavage which made the dissection quite easy. Even- 
tually the entire structure was freed except for its at- 
tachments to the dilated proximal bile ducts, the oblit- 
erated distal portion of the common duct having been 
avulsed during the dissection. The cyst, the cystic duct, 
the gallbladder and the distal end of the common 
hepatic duct were resected. A Roux-en-Y type of jejuno- 
jejunostomy was fashioned, and the defunctionalized 
segment brought upwards through the right side of 
the transverse mesacolon (Fig. 3). It was possible to 
accomplish an anastomosis between the common 
hepatic duct and the jejunum rather easily, the 2 


FIG. 3 


/ 
COMMON HEPATIC DUCT 
TO DEFUNCTIONALIZED 
SEGMENT OF. JEJUNUM’. 


ROUX-EN-Y 
JEJUNO-JEJUNOSTOMY 


BILIARY-ALIMENTARY TRACT ANASTAMOSIS AFTER 
RESECTION OF CHOLEDOCHAL CYST. 
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structures being almost exactly of a size. A T-tube was 
placed in the hepatic duct and brought out through a 
laterally placed stab wound. The appendix was re- 
moved as a secondary procedure, and the wound closed 
without other drainage than that provided by the 
T-tube. The patient was returned to the recovery room 
in good condition, a total of 500 cc. of whole blood 
having been administered by transfusion during the 
procedure. 


The postoperative course was uneventful. The jaun- 
dice cleared rapidly and completely, and a cholangio- 
gram performed on the 9th day after operation demon- 
strated free passage of dye from the dilated proximal 
bile ducts into the jejunum (Fig. 4). The T-tube was 
removed 24 hours later, and the patient dismissed to 
his home on the 14th day after operation. He returned 
to school on schedule after the Christmas holidays and 
succeeded in being promoted to the next grade at the 
end of the school year. At 14 months from the time of 
operation he remains quite well. 


Discussion 


Diagnosis. Most observers report a symptom 
triad of jaundice, abdominal pain, and right 
upper quadrant mass as clinical features typi- 
cal of these cases. Alonso-Lej, Rever and Pes- 
sagno,' in a recent collective review of the 403 
cases authenticated in the literature, found 
the incidence of this full symptom complex to 
be 63 per cent. Cantey? reports a mass as oc- 
curring in 80% of all cases, jaundice in 70%, 
and pain in 60 per cent. From these data one 
might infer that pain develops relatively late 
in the course of the disease, and follows distal 
obstruction of the bile duct with subsequent 
increase in size and tension of the cyst to 
clinical proportions. 


FIG. 4 


Cholangiogram demonstrating dilated right and left hepatic 
ducts and dye passing into jejunum. 
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Intravenous cholangiography has recently 
proven helpful in the preoperative demon- 
stration of these lesions. This test proved diag- 
nostic in one of 5 cases reported in 1958 by 
Liebner® from the University of Illinois Col- 
lege of Medicine. A generally increased aware- 
ness of choledochal cyst as an entity has im- 
proved the percentage of successful preopera- 
tive diagnoses since the lesion was given spe- 
cific consideration before operation in 28 
(30%) of the 94 most recent analyzed cases. 
This contrasts with the single success in diag- 
nosis among the first 64 reported cases. 

Treatment. Considerable controversy exists 
regarding the exact surgical procedure best 
suited to correct this condition. The division 
of opinion centers chiefly about the question 
as to whether the cyst should be left in situ, 
an anastomosis being performed between it 
and the alimentary tract (choledochocysten- 
terostomy), or whether the cyst should be ex- 
cised. In the latter instance, continuity of the 
biliary-alimentary tract is re-established by an 
anastomosis between the proximal biliary 
‘duct system and the bowel (hepatico-enteros- 
tomy). The site of the enteric anastomosis 
(duodenum or jejunum) and the design of the 
bowel component (unmodified loop versus 
Roux-en-Y segment) are again matters of some 
considerable variation. 

1. Choledochocystenterostomy. Gross* has 
been the principal champion of this procedure 
and categorically advises against excision as 
being hazardous and unnecessary. Of 9 cases 
reported by Gross from The Children’s Hos- 
pital, Boston, 6 excellent results were achieved 
by simple choledochocyst-duodenostomy. A 
seventh patient still suffers recurrent attacks 
of cholangitis and jaundice 16 years after such 
operation, and 2 other patients failed to sur- 
vive surgical treatment. Gross does not feel 
the need of employing a defunctionalized seg- 
ment of bowel, and is inclined to attribute the 
complication of cholangitis to the establish- 
ment of too large an anastomotic stoma. 
‘Whipple,® on the contrary, emphasizes the im- 
portance of creating a liberal stoma and sug- 
gests one of at least 4 to 5 cm. in diameter 
in order to avoid ascending infection and 
restenosis. 

2. Excision of Cyst with Hepatico-enteros- 
tomy. The viewpoint which favors complete 
removal of these lesions with anastomosis of 
the hepatic duct to the bowel appears to have 
gained support in recent years. Alonso-Lej, 
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Rever and Pessagno,! have recently empha- 
sized that, unless excision is performed, some 
degree of pathologic dilatation remains as a 
source for complications at a later time. These 
authors reviewed the 94 most recently report- 
ed cases, and demonstrated the fact that 31% 
of the patients in whom simple cholecysto- 
enterostomy had been performed without re- 
moval of the cyst and in whom follow-up was 
possible showed various degrees of cholangitis 
or stenosis. In addition to this morbidity of 
31%, another 15% (5 of 52 patients subjected 
to either simple choledochocyst-gastrostomy or 
choledochocyst-duodenostomy) failed to sur- 
vive the operation, making a total of 46% of 
patients whose results were unsatisfactory. 

In contrast, there have been a total of 14 
cases (including our patient) reported in the 
literature since 1942 in whom the cyst was 
completely removed. Two deaths among this 
group provide a mortality rate of 14%, and 
among the 12 survivors the stigmas of infec- 
tion of the ascending biliary tract are absent 
in so far as is known. Authors who have ex- 
pressed preference for this type of definitive 
excisional procedure include Burgess and 
Cherry,® Attar and Obeid,’ Shallow, Eger, and 
Wagner,’ Wrightson,® McLaughlin,'® Cantey.” 
and most recently, Alonso-Lej, Rever and Pes- 
sagno.! Our experience with the case reported 
herewith would make us inclined to concur 
with the above authors. 


_ Summary and Conclusions 


The classical symptom triad of right upper 
abdominal mass, pain and jaundice was found 
to result from the presence of a large chole- 
dochal cyst in a 10 year old boy. At operation 
it proved feasible to resect the cyst completely 
along with the gallbladder and cystic duct, 
and the distal portion of the common hepatic 
duct. Continuity between the biliary and alli- 
mentary tracts was re-established by means of 
end-to-end anastomosis between the dilated 
hepatic duct and a retrocolic segment of jeju- 
num defunctionalized in the Roux-en-Y man- 
ner. Convalescence was normal, and the child 
remains well without evidence of cholangitis 
one year after operation. 

From a technical standpoint we feel that 
the dissection was made easier by not aspirat- 
ing the cyst of its contents. We are also in 
agreement with those who favor removal of 
these lesions in patients of average risk. Final- 
ly, the Roux-en-Y type of hepaticojejunostomy 
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appears to be a satisfactory means of restoring 
continuity. 
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Discussion (Abstract) 


Dr. Charles §. Jones, Atlanta, Ga. Dr. Monford D. 
Custer, Jr.’s presentation of this unusual and extreme- 


ly interesting case brings up several points for discus- 
sion. Personally, I have never seen a patient with a 
choledochal cyst. For that reason I cannot recount any 
personal experience. Interesting to me is the fact that 
a more direct attack on this problem, as demonstrated 
by Dr. Custer, should give better results. A cystenteros- 
tomy will permit less than satisfactory drainage, and 
should result in a higher frequency of continued diffi- 
culty such as cholangitis and jaundice. On the other 
hand, excision of the cyst with a choledochojejunos- 
tomy using the Roux-en-Y defunctionalized loop will 
predicably give a better result in the-long run. I was 
interested to learn that the removal of the cyst, from 
the standpoint of dissection, was easy. Many of us 
when presented with such a problem might make no 
effort to remove such a cyst, and simply carry out an 
anastomosis between the bowel and the cyst, as it pre- 
sented. This case report gives us food for thought. An 
effort should be made to remove the cyst if the dissec- 
tion goes easily, and the cyst can be removed without 
any added risk to the patient; then this procedure 
should give the best results. Those of us present today 
will certainly keep this in mind when we encounter a 
similar problem. 


Diagnosis and Treatment in Ancient Egypt (1500 B.C.) 

When thou meetest a growth in the neck of a person with an irritation of the atut 
which is in front, and thou findest it as though it were a cover thereon; it is soft under 
thy fingers and there is something there like corn, then thou sayest, “He has a growth 
of fat with an irritation of the atut in his neck. I will treat the illness.” Make thou the 
remedy against it which will cause its disappearance by soothing means: 


Saltpeter 


teun-plant 
Wasp’s blood 


Ox bile 
Sea-Salt 


Bean-meal 


Crush and poultice therewith for four days. 


—From The Papyrus Ebers, translated from the German version by Cyril P. Bryan, 


London, 1930. 
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Hereditary Arthro-Osteo- 


Onychodysplasia 


DIMITRIOS G. PAPADIMITRIOU, M.D.,+ Jacksonville, Fla. 


The author calls attention to an unusual hereditary disease in which there are anomalies 


of both ectodermal and mesenchymal derivation. 


HEREDITARY ARTHRO-OSTEO-ONYCHODYSPLASIA is 
a very interesting syndrome which has been 
described in detail in the literature under 
different names. “Osseous dysplasia and 
dystrophy of the nails,” “congenital absence 
of patellae associated with arthrodysplasia of 
elbows and dystrophy of the nails,” “nail- 
patella syndrome,” “hereditary osteo-onycho- 
dysplasia,” “iliac horns,” and “Turner’s 
syndrome,” are the most common names of 
this syndrome. It is evident that the lack of 
a suitable name makes difficult the review of 
the literature. 

It is a rare syndrome, since the anomalies 
derive from both the ectodermal and meso- 
dermal layers of the embryo. It is also bizarre 
because dysplasia of the nails is associated 
with dysplasia of the bones. 

Although it was recognized and described 
during the last part of the past century, it 
was not until recently that a detailed de- 
scription was reported. More findings have 
been added and a better explanation of the 
genetics has been introduced. 

Hereditary anomalies of the bones and 
nails were first reported by Sedgwick, as cited 
by Little, who stated that Chatelain recog- 
nized this disorder as early as 1820. The 
first reports dealt with deformities of the 
fingernails and the patellas?* and later with 
the triad nail-patella-elbow.*§ 

Turner, especially, observed and mentioned 
the small scapulas, the hypoplastic coracoid 
process, the hypoplasia of the head and 
greater tuberosity of the humerus, and the 
shallowness of the bicipital groove. He also 
mentioned the prominence of the medial 
condyle of the femur, the hypoplastic fibular 


+From the Orthopaedic Service, Hope Haven Hospital, and 
= —— Crippled Children’s Commission Clinic, Jackson- 
ville, Fla. 
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head, the hypertrophy of the tibial tubercle, 
the increase of the angle between the neck and 
the shaft of the femur, the thick malleoli 
(especially the medial malleolus) and the in- 
crease of the normal concavity of the ex- 
ternal surface of the ilium with the outward 
flare of the crest. Turner also noticed hyper- 
extensibility of the metacarpo-phalangeal and 
interphalangeal joints of the hands, and 
minor abnormalities of the bones of the foot. 

In 1936, Lester® added instances of thick- 
ening and convexity of the lateral border of 
the scapula, deformity of the ilium with an 
increase of the normal concavity of the crest, 
increasing posteriorly, and 2 instances of 
double leaf-shaped coloration of the iris in 7 
affected members of the family reported. 
However, he stated that it was uncertain that 
the coloration of the iris was part of the 
syndrome. A year later Montant and Egger- 
mann” ealled attention to the fact that the 
affected members had a combination of blue 
eyes and blond hair. In 1947, Thomson, 
Walker and Weens!! reported 4 cases in 
which iliac horns had been found in associa- 
tion with deformities of the joints and dys- 
plasia of the fingernails. They emphasized 
that the iliac horns were not isolated bony 
curiosities but “manifestations of hereditary 
arthrodysplasia and fingernail dystrophy.” 
However, the first description of the iliac 
horns (symmetrical bilaterial posterior iliac 
processes) was made by Fong.!? He observed 
them accidentally while performing an intra- 
venous pyelogram on a 27 year old woman. 
He was unable to explain their etiology and 
remarked that none of the 40 doctors he con- 
sulted, including several orthopedic surgeons, 
knew anything about it. Doub,!* in an edi- 
torial addendum to Fong’s report, commented 
that he observed the iliac horns in 1925 ona 
routine examination of the urinary tract. It 
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is interesting to note that the radiographs in 
Turner’s paper show iliac deformities similar 
to the iliac horns, but they were not recog- 
nized. The iliac horns were also observed by 
Mino and associates!* and by Béck!® who re- 
ported that the iliac horns do not serve as 
insertion of the gluteal muscles, and that they 
do not produce symptoms. In 1950, Hawkins 
and Smith!® reported a case of a family in 
which 36 members were traced or observed in 
5 generations. They discovered anomalies in 
21 members. Four were suffering from a 
renal dysplasia with a lesion similar to chronic 
glomerular nephritis with albuminuria, casts 
of all types and occasional red blood cells. 
Two patients with probably the same lesion 
had died from generalized edema. All 4 pa- 
tients showed bone lesions and dysplasia of 
the fingernails. No pathologic study was 
available. The authors concluded that the 
form of renal dysplasia observed in their case 
might account for the so-called familial 
congenital nephritis. Other abnormalities 
found in their case were cervical spina bifida 
with long transverse processes of C-7 in 5 
instances, 3 instances of cervical ribs, 2 of 
angiomatosis of skin, 2 of pigeon-chest, 2 of 
thoracic kyphosis, and 3 instances of congeni- 
tal cataract. Roeckerath,!? in 1951, described 
the syndrome in detail and listed the find- 
ings according to their frequency as follows: 

1. Dysplasias of the pelvic girdle. This 
includes iliac horns, hypoplasia of the iliac 
bones, protrusion of the acetabulums, coxa 
valga. 

2. Dysplasias of the knee joints. This in- 
volves the patella, the femoral condyles and 
the head of the fibula. 

3. Dysplasias of the nails. 

4. Anomalies of pigmentation of the iris. 

5. Dysplasias of the elbows. 

6. Dysplasias of the foot. 

7. Dysplasias of the arm and hand. 

8. Dysplasias of the shoulder girdle. 

9. Hyperostosis frontalis of the skull. 
Roeckerath stated that the iliac horns are 
the most common findings in this syndrome. 
Broder,!8 in 1956, described the horizontal 
sacrum which accompanied the syndrome in 
his reported cases. 

It is obvious from the review of the litera- 
ture that hereditary arthro-osteo-onychodys- 
plasia is a syndrome with multiple findings 
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and many variations in severity. The dys- 
plasia of the nails is a striking feature of the 
syndrome and varies from their entire 
absence to the presence of a very thin nail 
which otherwise is normal. The typical 
dystrophic nail has a small base, is thinner 
and disappears halfway the length of the nail 
bed, allowing the fleshy end of the finger to 
turn backward over its end. The nails of the 
thumb and index fingers are most commonly 
involved, but the nails of the other fingers 
and even of the toes may show signs of dys- 
plasia. 

The osseous dysplasia most often involves 
the knee and the elbow joints. There may 
be absence or hypoplasia of the patellas, the 
latter associated usually with lateral sublux- 
ation or complete dislocation. In the elbow, 
the capitellum is usually hypoplastic with 
elongation of the proximal radius and sub- 
luxation or dislocation of the radial head. 
There may be prominence of the medial 
humeral epicondyle, and the carrying angle 
of the elbow is increased. Other common 
anomalies are the iliac horns, coxa valga, and 
deformities of the iliums. There may be 
prominence of the medial femoral condyle 
associated with knock-knees or bowlegs, 
hypertrophy of the tibial tubercle and 
hypoplasia of the fibular head. In some in- 
stances, the scapulas are small with increased 
density of their outer border, hypoplasia of 
the coracoid process and the acromion and 
atrophy with flattening of the humeral head. 
The acromial end of the clavicle may be 
large, with or without subluxation of the 
acromioclavicular joint. Anomalies such as 
Madelung deformity of the forearm with 
thickening of the styloid process of the ulna, 
protrusion of the acetabulums, horizontal 
sacrum, anomalies of the vertebrae, hyperosto- 
sis frontalis, tibial torsion, deformities of the 
bones of the foot, including club and flat 
feet, are less common findings. 

Arthro-osteo-onychodysplasia is transmitted 
by a rare single gene which is dominant and 
not sex-linked. The genetic theory introduced 
by Trauner and Reiger, Oesterreicher, and 
Montant and Eggermann is generally accepted 
today. Renwick,!® studying the nail-patella 
syndrome and the factors influencing the 
grading of the defects in severity, concluded 
that the parent-child correlations were ap- 
proximately zero and the sib-sib correlations 
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of approximately one half. The nail defect 
and the patella size were used as indices of 
severity to interpret the above findings. They 
introduced the hypothesis of the modifying 
genes, operating at the same locus, i.e., the 
knee-patella syndrome. Renwick and Law- 
ler?° also studied the genetic lineage between 
the ABO and nail-patella loci. They con- 
cluded that there is a relationship between 
the ABO blood groups and the syndrome. 
No linkage was demonstrated with the other 
blood group loci. 


Symptomatology 


In most cases the deformities do not pro- 
duce symptoms and the patients adapt them- 
selves quite well to the demand of normal 
activities. However, some patients complain 
of pain and instability of the knees, especially 
after prolonged standing and marching. They 
may also complain of frequent falls and 
swelling of the knees. Cases were reported 
with patients complaining of severe head- 
aches. In some of these cases the x-ray studies 
showed hyperostosis frontalis of the skull. 
Some patients find some difficulty in using 
their arms because of the demands of their 
profession. Others seek orthopedic treatment 
because of subluxation or dislocation of the 
patellas with weakness of the quadriceps and 
secondary arthritic changes in the knee joints. 
Nevertheless, the majority of the cases re- 
ported were discovered accidentally in a 
routine examination when other reasons 
brought the patient to the doctor. 


Case Reports 


Case 1. A 7 year old white girl entered Hope 
Haven Hospital because of pain in the left hip and 


FIG. 1 


(Case 1) Hands of 7 year old patient with dystrophy of 
the nails of the thumb and index fingers. 
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(Case 1) The bilateral iliac horns are evident. The left 
femoral epiphysis is distorted with some degree of flattening. 


intermittent limping of about 3 months duration. 
Her general health otherwise had been excellent. 
The history indicated that a fall with injury to the 
left hip initiated the symptoms. 

The physical examination revealed a well-developed, 
well-nourished girl with brown eyes and light brown 
hair. She walked with a normal gait and without a 
limp. Head, lungs, heart and abdomen were normal. 
The lower extremities were equal in length and no 
atrophy was noted. There was some limitation of all 
the movements of the left hip, especially of abduction 
and internal rotation. The patient complained of 
pain at the extremes of motion. Further examination 
revealed limitation of motion of the left elbow with 
30° of supination, 70° of pronation and 175° of ex- 
tension. The carrying angle was slightly increased. 
The right elbow showed slight limitation of extension. 
The knees appeared normal, but on palpation the 
patellas were found to be unusually small and 
subluxated in a dorsolateral position. There was 
exaggerated lumbar lordosis, and bony prominences 
could be easily palpated on the posterior aspects of 
the iliac bones. 

The nails of both thumbs and left index finger 
were absent. The radial half of the nail of the right 
index finger was absent and the remaining portion 
was thin and flattened (Fig. 1). The 4 lateral toe- 
nails were thin, and the nail of the fifth toe was thin 
and flattened bilaterally. 

X-ray survey disclosed several skeletal abnormalities 
of which the most striking was the iliac horns which 
were clearly visible. The left femoral capital epiphy- 
sis appeared to be distorted with some degree of 
flattening (Figs. 2 and 3). The patellas were rudi- 
mentary (Fig. 4). The proximal radial epiphysis had 
not appeared yet and the proximal end of the radial 
shaft was dysplastic (Fig. 5). The lateral border of 
the scapulas showed some thickening. The skull, 
spine, and the remainder of the skeleton were normal. 


Further questioning and examination of 
other members of the patient’s family proved 
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FIG. 3 


(Case 1) Oblique view of the pelvis to show the iliac horn. 


that we were dealing with the rare arthro- 
osteo-onychodysplasia syndrome. However, 
the affection of the left hip which initiated 
her hospitalization seems to be independent 
of the syndrome and, although no definite 
diagnosis has been made so far, the possibility 
of osteochondrosis of the femoral epiphysis 
is likely. Further observation should clarify 
the possible relationship of the hip symptoms 
to the syndrome. 


Case 2. The patient’s sister, age 2, was also af- 
fected. She was of fair complexion with light brown 
hair and brown eyes. The iris of her eyes showed no 
anomalies of pigmentation. She had an exaggerated 
lumbar lordosis, prominence of the medial femoral 
condyles associated with a moderate degree of knock- 
knee deformity. The patellas could not be palpated, 
and bony spurs over her lower back were easily felt. 
There was some limitation of elbow extension with an 
increase of the carrying angle bilaterally. The nails 
of both thumbs were dystrophic in the form of 
hypoplasia and grooving. The other nails of the hands 
were normal but all the nails of the toes were thin 
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FIG. 4 


(Case 1) Lateral view of left knee showing rudimentary 
patella. This condition was bilateral. 


and flattened, and the nail of the fifth toe was 
hypoplastic on both sides. 


The x-ray examination showed abseni patellas, iliac 
horns, and malformation of the proximal end of the 
radius. The remainder of the skeleton was normal. 

The youngest sister of the patient, 5 months 
of age, was normal. A skeletal survey proved 


FIG. 5 


(Case 1) The left elbow shows dysplasia of the proximal 
radius. This condition was also bilateral. 
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(Case 3) The knees of the 31 year old father show promi- 
nence of the tibial tubercles. The hollowed appearance of 
their anterior aspect suggests absence of the patellas. 


to be negative for bone and joint ab- 
normalities. 


Case 3. The patient’s father, age 31, was also ex- 
amined and found to have similar abnormalities. He 
was a thin man with brown eyes and dark brown 
hair, who gave a history of severe headaches, and pain 
in the left hip and the lateral aspect of the left lower 
extremity. He walked with a limp and with exagger- 
ation of the normal lumbar lordosis. Both knees were 
abnormal in appearance with prominence of the 
medial femoral condyles and the tibial tubercles. 
With the patient in the sitting position, the flexed 
knees appeared hollowed over their anterior aspect 
(Fig. 6). There was bowleg deformity and external 
tibial torsion. Neither patella could be palpated. 
There was normal range of knee motion with full 
extension and normal power of the quadriceps. The 
elbows also showed marked deformities with a con- 
siderable increase of the carrying angle and disloca- 


FIG. 7 


(Case 3) There is deformity of both elbows with posterior 
dislocation of the radial head. Note the prominence of the 
right distal ulna. 
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(Case 3) There is involvement of the nails of the thumb 
and index fingers. 


tion of the radial head (Fig. 7). The extension was 
limited to 145° and the supination-pronation to half 
the normal range. The iliac horns were easily pal- 
pable over the posterior aspect of the iliac bones. 
The distal end of the ulna was prominent on the 
dorsal aspect of the wrists. The above anomalies 
were associated with hypoplasia of the nails of both 
thumbs with absence of the ulnar half and grooving 
of the nail of the index fingers (Fig. 8). 


X-ray studies confirmed the clinical findings. The 
patellas were absent and there was prominence of the 
medial femoral and tibial condyles (Figs. 9 and 10). 
The fibular and humeral heads and the scapulas were 
hypoplastic, the latter showing thickening of their 
lateral border. The iliac horns could be clearly ob- 
served together with prominent acetabulums, out- 
ward flare of the crest of the iliums, coxa valga, 
horizontal sacrum, and long, thick transverse pro- 
cesses of the fifth lumbar vertebra (Fig. 11). There 


FIG. 9 


(Case 3) Anteroposterior views of both knees demonstrate 
the prominence of the medial femoral and tibial condyles, 
and the hypoplasia of the fibular head. 
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FIG. 10 


(Case 3) Lateral views of both knees show complete absence 
of the patellas. 


were arthritic changes of both sacro-iliac joints. Views 
of the elbows showed a small capitellum and promi- 
nence of the medial epicondyle. The radial head was 
hypoplastic and dislocated posteriorly, and the proxi- 
mal radius was unusually elongated (Figs. 12 and 13). 
The x-ray films of the skull were negative. 


The patient was aware of some of his deformities 
and stated that his deformed elbows interfered with 
his work. 

Other Members of the Family. The paternal 
grandmother of the patient in Case 1 had similar 
deformities of the knees, elbows, shoulders, pelvis, 
spine, and nails, although iliac horns were not pres- 
ent. She had red hair and blue eyes but the color of 


(Case $8) Roentgenogram shows iliac horns, coxa  valga, 
anomalies of the iliums and protrusion of the acetabulums. 
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FIG. 12 


(Case 3) Anteroposterior view of the elbows shows promi- 
nence of the medial epicondyle, increased cubitus valgus, 
under-development of the —- and dislocation of the 
capitellum, and dislocation of the radial head. 

the iris was normal. Her deformities did not seem 
to interfere with her activities. 

A first cousin of the grandmother and her 8 chil- 
dren were also examined. The mother, 29 years of 
age, and her son, age 11, were found to have dystrophy 
of the fingernails and skeletal abnormalities similar 


FIG. 13 


(Case $3) Lateral view of the elbows shows unusual 
elongation of the proximal radius together with posterior 
dislocation of the radial head. 
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to those seen in the other examined persons. Both 
had had an operation on the left knee for congenital 
lateral dislocation of the patella and both were hos- 
pitalized at Hope Haven Hospital. In addition, the 
mother was found to have absence of the styloid 
process of the ulna, dislocation of the distal radio-ulnar 
articulation, and underdevelopment of the coracoid 
process of the scapula. The radial head was dis- 
located anteriorly. However, the syndrome had not 
been recognized in the past. The other 2 children, 
twin sisters, were found to be normal. 

A total of 27 persons was affected in 5 
generations. Of these 12 were males and 15 
females (Fig. 14). Some were of fair com- 
plexion with blond or red hair and blue eyes, 
and others had light brown to dark hair with 
brown eyes. Six members were examined, 
and none showed anomalies of pigmentation 
of the iris. All 6 were aware of the deformities 
of their nails and a few of the deformities of 
their elbows and knees. In most of them the 
deformities did not seem to interfere with 
their normal physical activities. No history 
of renal disease was obtained and both the 
urinalysis and blood urea were within normal 
limits. 

In addition to this family, we had the op- 
portunity to observe a second family pre- 
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senting the classical picture of the syndrome. 
The mother, age 36, proved to have dys- 
trophy of all the fingernails of both hands 
along with the other positive physical find- 
ings, mainly of the extremities. She also 
showed residua of right clubfoot deformity 
and congenital flexion contracture of the 
right fifth finger. Roentgenographic studies 
revealed iliac horns, small patellas, dysplasia 
of the elbows, coxa valga, prominence of the 
medial femoral condyles, and minor ab- 
normalities of the bones of the right foot. 


One daughter, 9 years of age, had been fol- 
lowed through the Florida Crippled Chil- 
dren’s Commission Clinic at Hope Haven 
Hospital for bowleg deformities. She proved 
to have similar positive clinical and roentgen- 
ologic findings. X-ray examination of the 
spine revealed sacral spina bifida. 

Another daughter age 13, and 2 sons ages 
2 and 3, were also examined. No evidence 
of the syndrome was found. 


A total of 8 members of the second family 
was affected in 4 generations. Of those, 2 
were males and 6 females (Fig. 15). Some 
were of light and some of dark complexion. 


Normal Male 
Normal Female 


Affected Male 
Affected Female 
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Fig.14. Genealogical tree of 
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Great Grandfather 


Mother 


B COO DM 


Fig.15. Genealogical tree of second family. 


Two affected persons were examined per- 
sonally. Both were unhappy with the ab- 
normalities of their fingernails, but the bone 
deformities seemed not to interfere with their 
activities and social life. No abnormalities 
of the iris were observed and there was no 
history of renal disease. In each the urinalysis 
and blood urea were within normal limits. 
A definite positive history was obtained for 
the other 6 members. 


Summary 
The literature concerning the arthro-osteo- 
onychodysplasia syndrome was reviewed. 
Three cases have been reported. In the 
first family 27 of 57 members in 5 generations, 
and in the second group, 8 of 13 in 4 genera- 
tions, were affected. 
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Advantages of Perineal Biopsy 
of Prostate Prior to Radical 
Retropubic Prostatectomy” 


WILLIAM H. BENNETT, M.D., and WILLIAM N. MORRISON, M.D., 


Atlanta, Ga. 


Prostatic cancer is one of the most important of the malignancies in the male. Early diagnosis 


is difficult without study of tissue. The authors point to 


In 1949, one of us (W.H.B.1) reported his 
experiences with the then new retropubic 
prostatectomy. At that time not a single case 
of carcinoma, considered operable, had been 
encountered. Subsequently 6 patients with 
adenocarcinoma have been treated by pros- 
tatoseminal vesiculectomy. None of these 
cases have been followed long enough for any 
conclusions to be drawn referable to cures. 
However, discussion of these cases should en- 
courage others to use radical surgery. 

Flocks? has stated: “The advent of radical 
retropubic prostatectomy has made total 
extirpation (for cancer) more generally avail- 
able and has shed new light on the mode of 
spread of growth.” Campbell states that the 
retropubic approach is adaptable to general 
urologic use, whereas the more difficult 
perineal radical procedure is used by a select 
few. We concur in these statements and urge 
that still further use of the procedure be 
utilized. 

The importance of improving mortality 
Statistics of carcinoma of the prostate is obvi- 
ous. Cancer of the prostate, is today, the most 
frequent cause of death due to cancer in men. 
The increasing life span will continue to in- 
crease the incidence of the disease. 

Kimbrough* and others have emphasized 
the importance of routine physical examina- 
tion for detection of early disease. Autopsy 
Statistics have shown that 14% of men over 
50 years of age have carcinoma of the prostate. 
This is not our clinical experience. At one 
large Atlanta hospital last year (1958) there 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 
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e use of perineal biopsy. 


were 114 new admissions with carcinoma of 
the prostate proven by examination of tissue. 
Of these only one patient was treated by 
curative surgery. 

Until better screening of patients is avail- 
able, we must learn better how to classify 
cancer as to operability and show our re- 
ferring physicians good results from curative 
surgery. 

Three of the cases reported today were re- 
ferred by one physician. It is our opinion 
that this man is more conscious of early 
lesions of the prostate than most. 


Operative Procedure 


Briefly the procedure we recommend is as 
follows. We prefer perineal exposure of the 
prostate as described by Young. Spinal 
anesthesia is used when practical. An incision 
is made from the ischial tuberosity to ischial 
tuberosity 2 cm. above the anus. A skin towel 
is sewed to the lower lip of the incision. 

The ischiorectal fossa is then opened by 
blunt finger dissection, carrying the dissec- 
tion medially and reflecting the rectum pos- 
teriorly. The central tendon of the perineum 
is then cut. A No. 24 F. catheter with a 30 
cc. bag is now passed for traction. A weighted 
retractor is used to depress the rectum. This 
exposes the recto-urethralis muscle, which is 
opened by sharp dissection and reflected 
laterally, exposing the capsule of the prostate. 
The desired nodule is grasped with an Allis or 
other suitable grasping forceps and a No. 12 
Bard-Parker blade scalpel used to excise the 
tissue widely and deeply. The cut edges of 
the capsule are then brought together with 
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one or two 0 chromic sutures. A small Pen- 
rose drain is inserted and the skin closed with 
interrupted silk sutures. A sterile dressing is 
applied. The catheter is left indwelling for 
48 hours. 


The tissue is examined with the pathologist 
and a frozen section may be done. We prefer 
to give the pathologist ample time to prepare 
permanent sections for careful study. If these 
studies show uninvaded tissue about the edge 
of the cancer and there is no_perineural 
lymphatic invasion outside the capsule, we 
believe that a radical prostatectomy will yield 
a good prognosis. One of our cases was diag- 
nosed “chronic prostatitis” on frozen section, 
but definite perineural lymphatic invasion 
was apparent on the permanent slides. 


If the patient is considered to have an 
operable condition, he is operated upon 
under general anesthesia, a midline supra- 
pubic incision being used. (Other incisions 
are satisfactory but this is less time consuming 
and gives excellent exposure.) The peri- 
toneum is now opened transversely above the 
bladder and the omentum and _ intestines 
packed upward. The bifurcation of the 
aorta and posterior pelvic wall are inspected 
for lymph nodes. Any enlarged nodes are re- 
moved and frozen section done. The pres- 
ence of cancer cells is considered a contraindi- 
cation to radical surgery. If no nodes are 
found the peritoneum is closed and the 
operation continued. To date we have not 
encountered a case in which we felt that an 
exenteration procedure was indicated. 

The prevesical fascia is reflected down to 
the puboprostatic ligaments. Large extracap- 
sular veins are doubly clamped, and divided. 
The ligaments are then cut to expose the 
apex of the gland. By blunt finger dissection 
the apex of the gland and upper mem- 
braneous urethra are separated from adjacent 
tissue. The catheter is then removed from 
the urethra and the urethra transected ap- 
proximately 0.5 cm. below the prostate. The 
apex of the gland is then grasped with a 
tenaculum and brought upward into the 
wound. The dissection is carried upward by 
sharp and blunt dissection between the layers 
of Denonvilliers fascia to expose the seminal 
vesicles. This is greatly facilitated by the 
previous dissection when the perineal biopsy 
was obtained. The prostate is now relaxed 
in its bed and the bladder opened trans- 
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versely 1 cm. above the prostatovesical junc- 
tion anteriorly. The ureteral orifices are 
identified and a No. 8 F. soft rubber 
catheter threaded into the ureters 15 to 20 
cm. allowing the loose ends to lie free in the 
bladder cavity. By further sharp and blunt 
dissection the bladder is completely freed from 
the prostate equidistant between the bladder 
neck and the interureteric ridge without 
transecting the seminal vesicles. The dis- 
section is now carried along the seminal 
vesicles clamping the open vessels and vas 
deferens as they appear. After both seminal 
vesicles have been freed and the vas ligated, 
the prostate with its attachments are lifted 
from the wound. The bladder orifice is now 
repaired. We prefer a running suture of 
0 chromic beginning equidistant between the 
ureteral orifices and running anteriorly until 
a 2 to 2.5 cm. opening remains. The ureteral 
catheters are then removed and a No. 24 F., 
30 cc. bag, three-way Foley catheter is passed 
per urethra until the tip is visible in the 
membraneous urethra. 0 chromic catgut 
sutures are now placed at 12, 3, 6 and 9: 
o'clock through the entire thickness of the 
wall of the urethra and placed at the ap- 
propriate position in the new bladder orifice. 
The catheter tip is now placed in the bladder 
and bag inflated to 20 to 30 cc., or large 
enough to prevent passage of the balloon 
out of the bladder. Traction is now placed 
on the urethral catheter to pull the bladder 
to the urethra and the four sutures securely 
fixed. 

Suprapubic drainage is not necessary be- 
cause of the previously placed perineal drain. 
The wound is closed in the routine manner. 
We prefer constant Murphy drip irrigation 
with normal saline; however, hemorrhage 
into the bladder has not been a problem. 
The irrigation is usually terminated after 
2 to 3 days. The patient is allowed out of 
bed as soon as the general condition permits, 
usually after 24 to 36 hours. He is allowed 
to have a select diet when fully reacted. The 
catheter is left indwelling at least a full 21 
days regardless of general condition of the 
patient. The perineal drain is removed when 
drainage subsides usually on the fourth to 
seventh postoperative day. The electrolyte 
balance is checked daily or more often if 
necessary until the patient is on full oral 
feeding with balanced electrolytes. 
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Case Reports (Table 1) 


Case 1. G. E. C., a 60 year old white man, was 
examined on Nov. 18, 1954, because of symptoms of 
cystitis and pyuria. After 6 weeks the infection cleared 
but a nodule in the prostate persisted. Transurethral 
biopsy of the prostate revealed carcinoma within at 
least one fragment of the prostatic tissue. Retropubic 
prostatoseminal vesiculectomy was accomplished on 
Jan. 5, 1955. The tissue report was, “localized 
carcinoma contained within the capsule of the prostate. 
There is no invasion outside the capsule of the 
prostate. There is no invasion of the seminal vesicles.” 

Frequent follow-up examinations through Dec. 3, 
1958, have shown no evidence of metastatic or local 
recurrence. Orchiectomy has not been done. 

Case 2. C. A. C., a 53 year old white man, was seen 
on May 20, 1955, because of asymptomatic pyuria. 
Rectal findings suggested a small prostatic abscess. He 
was treated intermittently until July 17, 1956, when 
transurethral biopsy revealed the presence of 
adenocarcinoma. The pathologists stated that adeno- 
carcinoma was seen in only one section. There was no 
evidence of invasion outside the prostate. Careful 
sectioning following retropubic prostatoseminal vesi- 
culectomy confirmed these findings. 

A small area suspicious of recurrence was found in 
Jan., 1959. A transrectal biopsy failed to confirm the 
clinical diagnosis. Recent studies of the phosphatase, 
chest and spine x-ray examination were negative for 
metastasis. Orchiectomy has not been done. 

Case 3. R. R., a 54 year old white man, was ex- 
amined on Feb. 22, 1957, because of difficulty in 
voiding. Perineal biopsy on Feb. 27 reported adeno- 
carcinoma contained within the capsule. Retropubic 
prostatoseminal vasiculectomy on Mar. 1, showed com- 
plete removal of the neoplastic tissue by the biopsy. 
Orchiectomy has not been done. A stricture developed 
at the bladder outlet which has required occasional 
dilatation. 


Case 4. P. B., a 57 year old white man, was re- 
ferred on July 10, 1957, because of pyuria and a 
nodule in the prostate. Study revealed chronic prosta- 
titis and calculi in the right kidney. During the next 
5 weeks the prostatitis improved but the nodule be- 
came more apparent. Perineal biopsy revealed, “Iso- 
lated areas of carcinoma without extension into the 
capsule.” Prostatoseminal vesiculectomy __ sections 
showed all of the cancer confined within the capsule. 
This patient died in April, 1959. The autopsy re- 
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vealed the cause of death to be coronary thrombosis, 
The pathologist, aware of the previous operation, 
searched extensively for metastasis and none was 
found. Orchiectomy was not done. 

Case 5. J. W. G., a 62 year old white man, was 
seen because of nodule of the prostate found at 
routine physical examination. Prostatic secretion was 
grossly hemorrhagic. The prostate was small. There 
was thickening of the tissues about the prostate sug- 
gestive of chronic prostatitis. He was treated from 
Nov. 3 until Dec. 8, 1958, when a perineal biopsy was 
done. At the operation it was thought that an old 
abscess cavity had been opened. The pathologist re. 
port revealed, “The section shows portions of prostate 
tissue with distinct replacement of the normal prostate 
by invading adenocarcinoma and infiltration between 
bundles of smooth muscle. This is a highly anaplastic 
adenocarcinoma.” 

Radical retropubic prostatectomy the following day 
was completed without difficulty. There was no 
evidence of local spread to the seminal vesicles or the 
regional nodes. Pathologic examination showed, “In- 
filtration of large mass and single columns of neoplastic 
cells into and through the capsule into the adipose 
tissue surrounding the prostate.” A subcapsular 
orchiectomy was done and he has received continuous 
TACE therapy. Examinations through Sept. 1, 1959, 
have shown normal chest and spine x-ray studies and 
normal phosphatase levels. Rectal examinations have 
been negative. 

Case 6. F. P., a 60 year old white man, was seen 
on June 4, 1958, after routine physical examination by 
the company physician revealed a small nodule in the 
prostate. Perineal biopsy was done on June 18, re- 
moving a large wedge of tissue including the suspicious 
nodule. Pathologic study showed, “High grade neo- 
plastic activity surrounded by benign hyperplasia. 
The capsule was not involved.” 

Radical retropubic prostatectomy was easily ac- 
complished. There was no evidence of cancer demon- 
strated at routine re-examination of the specimen. 
Orchiectomy was not done. Routine x-ray and blood 
chemical studies, and rectal examination through May 
25, 1959, have shown no evidence of recurrence. 


Discussion 
It will be noted that 4 of the 6 cases were 


treated for prostatic infection prior to biop- 
sy. This would suggest that the incidence of 


TABLE 1 
Presenting Period Pathology Follow- ; 
Cases Age Symptom Observation Biopsy Report Up Orchiectomy 
1 60 Cystitis 6 weeks TUR No invasion 4 years No 
beyond capsule No recurrence 
2. 53 Pyuria 14 months TUR No invasion 3 years No 
beyond capsule Recurrence 
8. 54 Bladder neck 1 week Perineal No cancer 2 years No 
obstruction found No recurrence 
4. 57 Pyuria 5 week: Perineal No invasion 2 years No 
beyond capsule No recurrence 
5. 62 Nodule 5 weeks Perineal Probable local 1 year Yes 
spread No recurrence 
6. 60 Nodule 2 weeks Perineal 1 year No 


No cancer 
found No recurrence 


nine 
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the 2 conditions occurring simultaneously is 
more common than generally suspected. It is 
impossible to differentiate between a carci- 
nomatous nodule and an indurated abscess 
by rectal examination. Prolonged treatment 
of a nonresolving nodule will only serve to 
spread disease. Early biopsy is therefore 
recommended. 

The 2 cases showing complete removal of 
the neoplasm within the prostate at the time 
of biopsy are of special interest. We believe 
that wide excision of the suspected area will 
not affect the function of the prostate or delay 
recovery from the biopsy procedure. We do 
not advocate this as a substitution for radical 
prostatectomy, however, if complete removal 
at the time of biopsy occurred more often, the 
prognosis would certainly be better. 

Classification of operability needs further 
clarification. It is generally believed that a 
freely movable prostate (by rectal examina- 
tion) with normal phosphatase levels and 
normal chest and bone x-ray studies indicates 
a good prognosis from radical surgery. We 
believe that the fixation of the gland as de- 
termined by rectal examination is often mis- 
leading. One of our patients was treated by 
us for a year for “chronic prostatitis due to 
Aerobacter aerogenes” because of induration 
in the periprostatic tissue. It was not until 
the inflammation subsided that the true diag- 
nosis of double disease was suspected and a 
biopsy was done. The course of another case 
in our series was followed for 6 weeks until 
hematospermia and periprostatic induration 
subsided. Both of these patients were sub- 
jected to many prostatic massages. The first 
patient now has a probable local recurrence, 
3 years postoperative, and the other patients 
showed local infiltration of cancer cells out- 
side the capsule when the total prostatectomy 
was done. It is believed that had both the 
patients been operated upon immediately 
they might have been cured. 

We believe it is impossible to determine 
whether the disease has spread beyond the 
capsule without exposing the gland through 
the perineum. All of us have noted the dif- 
ference in thickness in the recto-urethralis 
muscle in different patients at operation. All 
of us have noted the difference in consistency 
of the fatty tissue of the perineum and fibrosis 
in the rectal wall. Why then is it not reason- 
able to think that diseases, other than cancer 
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can be the cause of fixation of the gland while 
localized cancer exists in the gland? 

In our experience, perineal prostato- 
seminal vesiculectomy is a technically diffi- 
cult procedure. Perineal dissection to the 
prostatovesical junction requires little special 
training and/or skill, however, to continue 
the dissection upward, free the seminal 
vesicles, close the bladder and bring the 
bladder to the urethra requires more than 
average skill. Retropubic exposure has the 
advantages of a larger operative field, ade- 
quate space for the assistants to aid, better 
hemostasis and many others. The time we 
require to complete a one stage radical 
prostatectomy is usually about 4 hours via 
the perineal route, three and a half hours 
retropubically and two and a quarter hours 
by the combined procedures. These times 
listed include time for frozen sections. 


Special instruments are helpful, though we 
use only standard operating room equipment 
and have had no difficulties. 


Perineal biopsy is the only truly accurate 
method of diagnosis. All other tests and pro- 
cedures have limited use and should be used, 
but palpation of the exposed gland and ade- 
quate biopsy is irreplaceable. Papanicolaou 
smears have not been*helpful in diagnosis. 
In fact, negative smears have caused short 
delays in scheduling the operations in 2 of 
our cases. Needle biopsies are too often mis- 
leading for general use. Our present use of 
the needle or punch biopsy is in those cases 
with metastatic lesions of questionable origin. 

The perineal biopsy procedure is well tol- 
erated and causes minimal discomfort during 
the short convalescense. Denonvilliers fascia 
is dissected at this time. Rarely does this en- 
tire procedure require more than 45 minutes. 
This has an important bearing on the radical 
procedure for with very little dissection the 
entire prostate capsule is isolated. There is 
little possibility of damaging the rectum. De- 
pendent drainage is established at the time 
of the biopsy procedure so that suprapubic 
drainage is not necessary. The suprapubic 
wound usually heals rapidly. There is less 
danger of prolonged sinus drainage, wound 
infection, or herniation of the wound. 


Summary 


Experiences with 6 cases of carcinoma of 
the prostate treated by radical prostatectomy 
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have been discussed. A 2 stage procedure, 
perineal biopsy followed by retropubic 
prostatoseminal vesiculectomy is recom- 
mended. The advantages of perineal biopsy 
are stressed. 

The principal advantages of perineal biop- 
sy followed by retropubic prostatoseminal 
vesiculectomy are: 

(1) Perineal biopsy is the only truly ac- 
curate method of diagnosis. 

(2) Operability can be better determined 
by palpation of the exposed tissue. 

(3) Evaluation of the prostatic condition 
and biopsy of regional nodes yields best re- 
sults in determining operability. 

(4) The more difficult vesicourethral 
anastomosis is accomplished in an operative 
field familiar to all urologists. 

(5) Large adequate biopsy is made avail- 
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able for careful study. (Occasionally all ma- 
lignant tissue is removed by the biopsy.) 

(6) Time is allowed for preparation and 
study of permanent sections. 

(7) Denonvilliers fascia is dissected, short- 
ening the radical procedure remarkably. 

(8) Perineal biopsy is well tolerated and 
causes minimal disability. 

(9) Dependent perineal drainage is pro- 
vided eliminating suprapubic drainage. 

(10) Partial incontinence has been easily 
overcome. 

(11) Total incontinence has not occurred. 
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Cancer of the Cervix in Pregnancy: 


W. NICHOLSON JONES, M.D., and RICHARD OSBAND, M.D., 
Birmingham, Ala. 


The fear of doing a biopsy or an attitude of hopelessness for carcinoma of the cervix during 
pregnancy has led to delay in adequate therapy for this condition. The authors urge the 
same thinking for diagnosis and treatment in the pregnant as in the nonpregnant woman. 


INVASIVE CARCINOMA OF THE CERVIX in the 
pregnant woman presents many problems in 
treatment because of the presence of a fetus 
and increase in pelvic blood supply.1* The 
importance of early diagnosis in the ultimate 
prognosis is to be stressed.*5 Even today, many 
physicians are hesitant about doing a biopsy 
on the pregnant cervix. Some are unconcerned 
about premalignant changes,* while others 
continue to believe that cancer in pregnancy 
is hopeless. Although this paper is concerned 
primarily with invasive carcinoma of the cer- 
vix in pregnancy, we hope to emphasize the 
accuracy and reliability of the Papanicolaou 
smear and cervical biopsy in discovering 
pathologic lesions of the cervix during 
pregnancy.*® 

Montgomery,'° in 1954, proposed a diagnos- 
tic scheme to be used in the care and treat- 
ment of the obstetric patient. He stressed the 
importance of a complete and careful physical 
and pelvic examination early in pregnancy, to 
be repeated before delivery and again during 
the puerperium, or at any time when vaginal 
bleeding occurs. To this we should like to add 
the routine use of the Papanicolaou smear at 
the time of initial examination, and biopsy 
as indicated. It is not enough just to take a 
smear and biopsy when the cervix appears 
“suspicious.” Malinconico,! studying only 
Papanicolaou smears, followed the course of 
17 patients with suspicious cells during preg- 
nancy and puerperium. Only 7 smears re- 
verted to normal in the puerperium. Further- 
more, 5 patients had preinvasive and invasive 
lesions of the cervix, and all “5 cases with 
positive biopsies had clean, normal-looking 
cervices.” Thus, the fallacy of depending on 
inspection or palpation of the cervix must be 


*Read before the Section on G Medical 


ynecology, Southern 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., Novem- 
ber 16-19, 1959. 
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emphasized. If carcinoma of the cervix can 
be detected in the first trimester, the treat- 
ment will be the same as in a nonpregnant 
woman; also, if the patient is re-examined by 
the twenty-eighth week of gestation, lesions 
detected up to this period of gestation have 
a better prognosis than those detected later. 


Data 


In the years from September 1, 1945, to 
March 1, 1959, there have been 56,976 de- 
liveries (including stillborns) at the Univer- 
sity Hospital in Birmingham. During this 
thirteen and a half year period, there have 
been 17 cases of invasive carcinoma detected 
either during pregnancy or in the puerperal 
period. During this same period, there have 
been 1,850 cases of invasive carcinoma of the 
cervix treated in this hospital. This means 
that approximately one out of every 109 pa- 
tients with invasive carcinoma of the cervix 
was also pregnant; whereas one out of every 
3,352 pregnant women had invasive carcinoma 
of the cervix. Kistner and associates,!2 in a 
recent report and review of the literature, 
found the incidence to be about one in 2,000 
pregnancies, but that one out of every 100 


TABLE 1 


INCIDENCE OF CARCINOMA OF THE CERVIX 
IN PREGNANCY 


Number of Number of 
Obstetric Cases Cases with Ca 
Source Reviewed of Cervix Per Cent 
Emge 11,600 6 0.05 
Gross 224,080 120 0.053 
Danforth 20,444 4 0.02 
Johnson & Weinfurter 29,394 12 0.04 
Vara (Helsinki) 90,644 18 0.02 
Thornton and Nones 8,450 5 0.059 
Prystowsky 20,000 ll 0.055 
Hayden 81,806 12 
University Hospital 56,976 17 0.03 
543,394 205 0.04 


(Modified after Marcus, Brandt, and Cibley™) 
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patients with carcinoma of the cervix was 
pregnant. A comparison of our figures with 
the incidence found in the literature is given 
in table 1. 

It is noteworthy that the first case of in- 
vasive carcinoma of the cervix during preg- 
nancy was detected in 1949, or more than 4 
years after the University Hospital obstetric 
service was begun. It is also remarkable that 
9 patients (52.9%), were detected since 1955. 
We believe that one of the 2 apparent reasons 
for increased detection after this time was 
Montgomery’s paper stressing the importance 
of adequate diagnosis during pregnancy. 

Diagnosis 

Early complete diagnosis in the pregnant 
patient, as in the nonpregnant, depends on 
thoroughness of inspection, palpation, cyto- 
logic study and biopsy of the cervix when in- 
dicated, at patient’s initial visit. Adequate 
cervical biopsies are necessary for cervices with 
lesions, or if cytologic studies are classed as 
Papanicolaou III or above. Conization is in 
order for carcinoma-in-situ to rule out focal 
areas of invasion. 

Pelvic examination with adequate diagnos- 
tic routine studies should be done before the 
thirteenth week of gestation, repeated by the 
twenty-eighth week, and again at 3 months 
following delivery. If such a routine were 
followed in all pregnant patients, detection of 
cancer in the last half of the third trimester 
and puerperium would be rare, thus saving 
lives now lost. Nearly all cases of cervical 
cancer in the pregnant woman could be 
treated while the disease is limited to the 


FIG. 1 
CERVICAL CANCER IN PREGNANCY 
Trimesters 


SURVIVAL 


was 
WEEKS GESTATION 


MISTORY-EXAMINATION 


Schematic graph indicating proper timing of detection 
technics and its relationship to variation of salvation rates. 
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cervix. Kistner reported 5 year survival rates 
of better than 80% for Stage I patients treated 
adequately before the thirty-fourth week of 
gestation. 

Results of therapy and timing of the de- 
tection routine are illustrated in schematic 
graph (Fig. 1). 


Treatment 


The treatment at the University Hospital 
is not unlike that advocated by McDuff, 
Hayden,'* Holzaepfel,5 Kistner,1? Marcus,1 
and others. Except for selected cases of (1) 
adenocarcinoma of the cervix, (2) focal inva- 
sive lesions, and (3) recurrent carcinoma, 
radical surgery with dissection of lymph nodes 
is not the choice, irradiation being preferred. 

Our philosophy is to treat the disease pri- 
marily, ignoring the pregnancy unless a viable 
fetus is present. Most therapists accept the 
following as adequate: 

1—5,000 r. to Point B (3,000 r. external and 
2,000 internal) 

2—7 to 8,000 r. to Point A (1,000 external 
and 6-7,000 internal) 

3—15,000 r. to Point C (all internal) 

With the above in mind, the following is 
done: 

A. First Trimester: 

1—External radiation is undertaken for 3 
to 4 weeks, with emphasis toward stopping 
ovarian function, altering the S-R response of 
the cervix, and causing engorgement of lym- 
phatics to the uterus. 

2—Abortion is awaited, but usually occurs 
within 3 weeks of initial treatment. Dilatation 
and currettage are performed only if necessary. 

38—An Ernst applicator, with ovoids and 
tandem, is inserted through the cervix. 

4—External radiation is completed. 
B. Second Trimester: 

1—An Ernst applicator is inserted through 
the cervix. 

2—Hysterotomy is done approximately 5 to 
7 days following removal of the Ernst appli- 
cator. (Spontaneous abortion through the cer- 
vix is rare.) 

3—Two weeks later second application of 
radium is given. 

4—External radiation is begun and com- 
pleted. 
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C. Third Trimester: TABLE 3 

Here the presence of a possibly viable fetus SURVIVAL BY STAGING 
alters the treatment. 

in the fuadal region to avoid traumatizing stage 11 4 2 (50%) 
the cervix. Stage 

Stage IV 1 0 


2—External radiation directed toward para- 
metria and regional lymphatics is done for 3 
to 4 weeks. 

3—An Ernst applicator is inserted in cervix. 

4—External radiation is completed. 
D. Fourth Trimester: 

1—External radiation is given for 3 to 4 
weeks. 

2—An Ernst applicator is inserted. 

3—External radiation is completed. 

External radiation is done first because bed- 
space is at a premium, and laboratory studies, 
barium enema, cystoscopy, intravenous pyelo- 
gram, and systemic evaluation are completed 
while the patient is getting external radiation 
as an outpatient. 

When the stage of the disease is so advanced 
as to preclude the use of an Ernst applicator, 
radium needles are placed into position in 
the pelvis. 

Discussion 

No significant racial incidence of carcinoma 
during pregnancy could be detected, since 9 
of our cases occurred in Negroes and 8 in 
whites. Age, parity, and symptoms of our 
patients parallel reports of other series. The 
data for cases reported here is indicated in 
table 2. 

Vaginal bleeding was the prime complaint 
in 9 patients, while 8 were asymptomatic. 

Nine (52.9%) were classified as Stage I 
(League of Nations), 4 (43.5%) Stage II, 3 
(17.6%) Stage III, and one (5.9%) Stage IV 
at time of initial detection. 


TABLE 2 
INVASIVE CARCINOMA DURING PREGNANCY 


(September 1, 1945, to March 1, 1959) 


Incidence: 1:3,351 deliveries (0.03%) 
Average age: 31.7 years 
Average parity: 4.9 
Average number of pregnancies: 6.3 
Initial symptoms: 
Bleeding 52.9% 


Asymptomatic 47.1% 


Ten cases were diagnosed before the twenty- 
eighth week of gestation, 5 in the puerperium, 
and 2 at time of delivery (thirty-eighth and 
thirty-ninth week of gestation). Four of the 5 
cases detected in the puerperium were de- 
livered elsewhere and gave a history of no 
pelvic examination until delivery. One case 
was diagnosed by biopsy immediately after 
cesarean section (thirty- eighth week of gesta- 
tion). The physician had observed a suspicious 
lesion of the cervix at 10 weeks of gestation 
but did not do a biopsy because of a fear of 
causing abortion. The patient reported hos- 
pitalization twice during pregnancy because 
of vaginal bleeding; at neither hospitalization 
was pelvic examination done. 

The diagnosis of 7 patients (2 at delivery 
and 5 in the puerperium) in this series was 
made at a stage of pregnancy when the prog- 
nosis is considered poor. Kottmeier!? was the 
first to correlate staging and salvation rates 
with the duration of pregnancy. In reporting 
on 100 cases, he emphasized poor results of 
treatment after viability of fetus or in the 
puerperium. He cited 8 cases treated after 34 
weeks of gestation, and none survived 5 years. 
Kistner and associates,!* studying the reports 
on 136 cases of cervical cancer in pregnancy, 
concluded that cases detected and treated after 
the thirty-fourth week of gestation or in the 
puerperium, gave poor cure rates; while cases 
detected and treated adequately prior to the 
thirty-fourth week of gestation gave cure rates 
as good as in the nonpregnant, stage for stage. 


TABLE 4 
SURVIVAL BY TRIMESTER 
Trimester of 
Pregnancy No. of Patients Survival 
Ist 4 3 (75%) 
2nd 4 2 (50%) 
$rd 
Ist half 2 1 (50%) 
2nd half 0 
4th 7 2 (28.6%) 
Over-all 17 8 (47.0%) 
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Although many of our patients were de- 
tected and treated less than 5 years, we have 
been able to examine recently, or document 
death records on all but 3, one of whom re- 
fused treatment. Eight are living, without 
evidence of disease, 4 for 5 years or longer. 
Tables 3 and 4 indicate survival by stage of 
disease and trimester of diagnosis. 

It is noteworthy that all 3 patients with 
League of Nations Stage I and Stage II disease 
detected during the first trimester of preg- 
nancy survived; whereas, only one of the 3 
patients with League of Nations Stage II in- 
vasive carcinoma of the cervix detected in 
the puerperium survived. 

It now appears well-established that cancer 
growth and survival rates are related to the 
development of the lower uterine segment 
after the thirty-fourth week of gestation, and 
trauma to the cervix at delivery. The poor 
results of treatment given shortly before and 
after delivery could be avoided by diagnosis 
earlier in pregnancy. 

Summary 


Seventeen cases of invasive carcinoma of the 
cervix complicating pregnancy were detected 
in a period in which there were 56,976 de- 
liveries at the University Hospital. 

Ten were diagnosed before the thirty-fourth 
week of gestation, the period of favorable 
prognosis, and 7 were detected after this time 
of gestation, the period of poor prognosis. 
Anatomic changes incident to development of 
the lower uterine segment and trauma of de- 
livery to the cervix are important factors in 
cancer growth and poor prognosis. 

Every pregnant patient should have ade- 
quate evaluation for presence of cancer in the 
first trimester, and again at the twenty-eighth 
week of gestation. 

The ultimate survival of pregnant patients 
with invasive carcinoma of the cervix depends 
upon, (1) how early in pregnancy they seek 
obstetric care, (2) the completeness of the 
physician’s diagnostic efforts, and (3) the 
prompt adequacy of therapy. 
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Discussion (Abstract) 


Dr. Bayard Carter, Durham, N. C. Drs. Jones and 
Osband have presented their experience with invasive 
cancer of the cervix during pregnancy or the puer- 
perium as studied at the University of Alabama from 
1945 to 1959. 


We agree heartily with their routine use of cancer 
smears on all obstetric patients as a mandatory part 
of the care of these patients. This has been a routine 
with us since 1944, and has been used on all obstetric 
patients since that date. We also believe that these 
cervices should be studied by the colpomicroscope. 


It was a pleasure to read this concise and compact 
paper and to view the results of their irradiation 
therapy in 17 patients with invasive cancer of the 
cervix diagnosed during pregnancy or during the puer- 
perium. Their 5 year salvage in Stage I was 66.7%; 
in Stage II, 50%; in 3 Stage III and in 1 Stage IV 
patients the salvage was zero. This is a good salvage 
in Stage I and Stage II and for these 13 patients the 
salvage for 5 years was 61.5%. 

Time will not permit a detailed account of our 
material. 

Briefly summarized we may state: 

To date we have studied 342,041 cancer smears 
from 79,874 patients. 

Among these patients, Stage O cancer of the cervix 
was reported by smear findings and was confirmed by 
histopathology in approximately 500 patients. In these 
500 patients, 46 of the Stage O cancers were diagnosed 
during pregnancy or in the puerperium. 

From 1944 through 1958, 28 invasive squamous cell 
cancers were diagnosed during pregnancy or during 
the puerperium. 

Our policy in Stage O cancer of the cervix, first 
diagnosed in pregnancy or the puerperium, has been 
one of conservatism provided invasive cancer is ¢x- 
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cluded by cone knife cone specimens submitted for, 
and studied by multiple block sections. 


Our last report, in 1957, shows that we permitted 72 
gynecologic patients and 23 obstetric patients, with 
the diagnoses of Stage O cancer of the cervix, to at- 
tempt further pregnancies. To the present date none 
of the 95 patients has developed invasive cancer of 
the cervix. 

Our policy in the 28 obstetric patients with invasive 
cancer of the cervix, proved during pregnancy or dur- 
ing the puerperium, has been the reverse of our policy 
of irradiation therapy used from 1931 to 1944. In the 
invasive group we have used the so-called “radical” 
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hysterectomy and “radical” pelvic lymphadenectomy 
in 18 of the 28 patients. Positive lymph nodes were 
found in 7 patients, an incidence of 39.3 per cent. 

The salvage for 10 years or over was 75%, or 6 
patients in 8. The salvage for 5 years or over was 
66.6% or 4 patients in 6. The over-all salvage to date 
in the 18 patients was 12 patients or 66.6 per cent. 

However, we will have to follow the course of these 
patients for at least 15 years before we will feel 
satisfied with any reported 5 year salvage. 

We enjoyed reading the essayists’ paper and we hope 
that we may hear in subsequent papers the course of 
the 13 patients reported. 


ST. LOUIS 


FOR 


NEXT MEETING 


OCT. 31 — NOV. 3, 1960 


MAKE PLANS NOW TO ATTEND! 
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Present Concepts in the Management 


of Gastric Ulcer: 


CLIFFORD J. BARBORKA, M.D.,t+ Chicago, Ill. 


The controversy of medical versus surgical management for gastric ulcer has gone on for years, and 
still involves strong feelings in some quarters on both sides of the question. 


The author indicates his thinking on the subject. 


THE MANAGEMENT OF THE PATIENT with a 
gastric ulcer is an extremely controversial 
subject, with wide differences of opinion 
being voiced by surgeons and internists. Some 
surgeons recommend removal of all gastric 
ulcers regardless of their location or clinical 
features. Most gastroenterologists feel, on the 
other hand, that gastric ulcer is primarily a 
medical diagnostic problem and that the re- 
sults of the initial trials of medical manage- 
ment have been good. If, under this trial, the 
ulcer does not heal, or if there is a suspicion 
of malignancy most gastroenterologists would 
recommend that the patient be referred to the 
surgeon. All gradations of opinion can be 
found between these 2 extremes. 

Why does gastric ulcer present so many dif- 
ficulties to the clinician? Why is this such a 
controversial subject? The major problem is 
the differential diagnosis between benign gas- 
tric ulcers and ulcerating carcinomas which 
simulate benign ulcers. 

The belief, for the most part now discarded, 
that gastric ulcers may develop malignant de- 
generation was based primarily on the finding 
of malignant changes on one side of an other- 
wise benign ulcer. Actually there is no proof 
that malignant change takes place, and most 
observers now believe that malignant ulcers 
were malignant from the start. One of the 
difficulties in this problem is that we know 
so little about the natural history of malig- 
nancy. There are well-documented cases 
wherein tumors were present for many years 
without causing metastatic change. This may 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-Third Annual Meeting, ta, Ga., 
November 16-19, 1959. 


Vi 
tion Research Hospital; Attending Physician, Passavant Me- 
morial Hospital, icago, Ill. 


204 


be related to the problem of carcinoma in 
situ, where one has evidence of cytologic 
alterations without the presence of metastasis 
which are the usual accompaniments of a 
malignant tumor. 


In 1940, Mallory! subscribed to the view 
that gastric cancers originate de nova and do 
not rise from pre-existing benign ulcers. He 
believed that any cancer of the stomach may 
be subject to peptic ulceration, particularly 
when the cancer is of a low grade, and that 
the carcinoma may be nearly completely de- 
stroyed by a secondary ulceration and thus 
mimic closely a benign ulcer. This we believe. 
But some pathologists still believe that a small 
percentage of gastric cancers arise from previ- 
ously benign ulcers. 


Many discussions and statistics on the rela- 
tion of benign gastric lesions and the malig- 
nant gastric ulcer have included data from all 
ulcerative lesions of the stomach. The contro- 
versies that attend the proper management of 
gastric ulcer are much easier to formulate 
than to resolve. Some statements made in the 
literature are so dissimilar that it seems hope- 
less to try to crystallize any semblance of 
agreement. Data from some institutions, pre- 
sented by different groups, show wide varia- 
tions in factual material and conclusions. 


The 3 important circumstances in the indi- 
vidual gastric ulcer presenting itself that must 
be differentiated are, (1) the benign uncom- 
plicated gastric ulcer; (2) the gastric ulcer 
that is apparently benign by all clinical cri- 
teria, while the microscopic examination 
proves it to be malignant; and (3) the gastric 
ulceration that has a suspicion of malignancy 
and occurs in an overt cancer, lymphoma, or 
spindle-cell tumor and mimics a benign ulcer. 


The suggestion that all gastric ulcers should 
be treated surgically (based on the frequency 
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of misdiagnosed cancer) was championed 
originally by Finsterer? and Lahey,’ although 
Lahey* became somewhat less rigid about this 
in his latter life. It has, however, been sup- 
ported vigorously since then by many sur- 
geons, including Ochsner, Ravdin,5 and 
Strode.® 

Mortality statistics for resections for gastric 
ulcer vary a great deal. Welch and Burke? 
estimated 3% in 1940-1946, and in a recent re- 
port (1958)® it was 3.6 per cent. An operative 
mortality report from the Mayo Clinic in 1955 
was 2.5 per cent. Perhaps more typical of the 
country at large is Watman’s figure of 7% 
from the Ohio State University Hospital. 
Since gastric ulcer is a disease of middle and 
old age and the average age of our population 
is increasing, the mortality of gastric resection 
for gastric ulcer is, and probably will remain, 
for many years throughout the country at a 
level far closer to 5% than to | per cent. 

Welch and Burke® report interesting statis- 
tics, stating that the incidence of malignant 
ulcer mimicking benign lesions was 14% in 
1941, 10% in 1947, and in 1958 only 2 un- 
diagnosed gastric cancers occurred in 146 
medically treated cases, a total incidence of 
4.9 per cent. For example, in our hospital, if 
100 patients with supposed benign ulcer were 
subjected to operation, between 5 and 10 of 
them would be found to have cancer. At the 
end of 5 years, considering operative mortality 
at 3% and a 5 year survival rate of 50% for 
the ulcer-cancer group, 92 to 95 patients 
would be alive, of whom 3 or 4 would develop 
recurrent ulcer or have severe postgastrectomy 
symptoms. On the other hand, if all patients 
with benign disease could be treated success- 
fully by medical measures and none were 
operated upon, at the end of 5 years all pa- 
tients with cancer would be dead, but 90 to 
95 would still be alive. 

Cain and associates,® in 1952, reported on 
414 patients treated medically for 5 years. A 
total of 78 in this group were treated medic- 
ally because they refused operation. A total of 
12.8% of the 78 finally proved to have cancer. 
A total of 336 of this group were treated med- 
ically upon the physician’s advice, and at the 
end of 5 years 9.8% had cancer. 

The incidence of gastric carcinoma present- 
ing as an apparently benign ulcer ranges in 
the reported statistics from 1% to more than 
20 per cent. If patients with ulcerating car- 
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cinoma can be differentiated from patients 
with benign ulceration, operation will not 
have to be performed in patients with benign 
gastric ulcers solely because of the fear of car- 
cinoma. The more recent studies indicate that 
the error in diagnosis is low. 

The reported incidence of the malignant 
ulcer in patients having an apparently benign 
lesion varies considerably. Smith and associ- 
ates,1° in 1953, reporting on 1,000 patients 
with the clinical diagnosis of benign gastric 
ulcer, after excluding obvious malignancies, 
observed that 8.8% of these patients ultimate- 
ly were found to have malignant ulcerations. 
The incidence of malignancy in patients with 
recurrent ulcer was 16 per cent. Marshall and 
Welch! reported 19.8% of apparently benign 
gastric ulcers to be malignant, while others 
have reported figures ranging from 10 to 16 
per cent. 

Brown and associates,!* in 1954, indicated 
that if gastric ulcer patients are studied care- 
fully with the specific aim of excluding pa- 
tients who have malignant ulceration, the 
error in diagnosis should be very small. A 
series of 200 patients was followed, using a 
definite program for the specific purpose of 
carefully differentiating those patients who 
required surgical intervention from those 
with a benign uncomplicated ulcer. It was 
found that the error of misdiagnosing malig- 
nant lesions was low, only | per cent. 

Doll and co-workers!’ reported, in 1957, on 
follow-up observations on 307 patients over a 
3 year period in whom a diagnosis of benign 
ulcer had been made. Currently, a diagnosis 
of probably malignant ulcer was made in 12 
patients during the same period. Carcinoma 
of the stomach was diagnosed in 126 patients. 
The 307 patients with apparently benign 
ulcer were divided into 3 groups. (1) The 
diagnosis of a benign gastric ulcer was estab- 
lished at operation in 22 patients. None of 
these patients developed carcinoma of the 
stomach in the subsequent 3 years. (2) A diag- 
nosis of a benign gastric ulcer was established 
clinically with reasonable certainty in 266 pa- 
tients. Only one of this group (0.4%) devel- 
oped carcinoma of the stomach during the 3 
year period. (3) The remaining 19 patients 
were thought initially to have a benign ulcer. 
Carcinoma of the stomach could not be ruled 
out with certainty. Four of these 19 patients 
were found to have developed carcinoma of 
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the stomach during the 3 year period. They 
concluded that operation was not justified as 
routine treatment for gastric ulcer because of 
the inability to exclude gastric carcinoma by 
clinical and laboratory data. Our experience 
during the past 6 years. parallels that of Doll 
and co-workers.8 

Bockus and collaborators,4 in 1959, pre- 
sented an analysis of 258 consecutive gastric 
ulcers seen from 1941 through 1958 and indi- 
cated 178 to be provisionally benign and 80 
probably malignant. Twenty-six of the 178 
were operated on because of a complication 
of ulcer; the remaining 152 were started on 
trial management. Ten of the latter group 
(6.6%) proved to be malignant. Six of these 
were discovered early as a result of adherence 
to the regimen described. Four (2.6%) were 
considered failures on the trial management 
regimen, 3 of the 4 because of the patient's 
failure to adhere to the regimen, and one be- 
cause of the physician’s failure to adhere to 
the prescribed criteria for surgical interven- 
tion. 

Attention should be paid to those condi- 
tions wherein gastric carcinoma occurs more 
frequently than in the general population. 
The higher incidence in man has been amply 
documented. The higher prevalence of gastric 
carcinoma with pernicious anemia is well rec- 
ognized. In the series reported by Zamcheck 
and co-workers,5 10% of the patients with 
pernicious anemia had gastric cancer by the 
time they died or left the clinic. These au- 
thors propose employing routine examina- 
tions for occult blood at monthly intervals, 
examination of gastric cytology at intervals of 
3 to 6 months, and follow-up roentgenologic 
and gastroscopic study in suspicious cases. 

The prevailing impressions regarding gas- 
tric ulcer are not in accord with the evidence 
accumulating in recent literature. This evi- 
dence and the results to date in a planned 
study of consecutive cases of gastric ulcer, 
make it desirable to re-examine some firmly 
entrenched concepts of this disease. 


Plan of Initial Trial of Medical Management 


Patients admitted to our hospital with an 
x-ray diagnosis of gastric ulcer are seen as 
soon as possible by a member of our investiga- 
tive team. If the ulcer is considered obviously 
malignant, the patient is turned over to the 
surgeon at once. However, a test of healing 
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with a rigid physiologic management for 
ulcer,1617 or so-called trial management, is 
given to all others, including those with such 
roentgenologic diagnosis as “malignancy not 
ruled out,” “possibly malignant,” and “prob- 
ably malignant but may be benign.” In other 
words, for the purposes of study, instead of 
operating on all patients with a radiologic 
suspicion of malignancy, we give a therapeutic 
test to all patients with radiologic suspicion, 
however remote, of benignancy. While the 
therapeutic test is in progress, a careful diag. 
nostic survey and investigation of, (1) clinical 
features, (2) gastric analysis, (3) stool exami- 
nation for occult blood, (4) cytology, (5) gas- 
troscopy and gastric biopsy, and (6) x-ray ex- 
amination, are undertaken as soon as possible, 
If a malignancy is encountered, the patient is 
promptly transferred to surgery. In all others 
the therapeutic test is continued for 3 weeks, 
in some cases, for 6 weeks, at which time the 
patient is re-examined by x-ray, and in some 
cases by gastroscopy. With few exceptions all 
of these patients are kept in the hosptial until 
their ulcers are healed, or until they have 
been operated upon because of an unsatisfac- 
tory response to the therapeutic test. 


Treatment of Gastric Ulcer 


Both medical and surgical treatment are 
used to treat gastric ulcers. The practical 
problem in the type of treatment to be used 
is the ability of the clinician to distinguish 
between benign and malignant ulcers of the 
stomach. Zetzel’® has summarized the argu- 
ments in favor of immediate operation for all 
gastric ulcer patients as follows: (1) there has 
been little improvement in the survival rate 
of patients with carcinoma of the stomach, 
due primarily to failure to make a diagnosis 
and obtain surgical care before metastases had 
occurred; (2) radical resection in all cases with 
gastric ulcer before the diagnosis of cancer be- 
comes obvious may salvage an appreciable 
number of cases early, even though many pa- 
tients thus treated cannot be proved to have a 
malignant ulcer; (3) one cannot make a dis- 
tinction between benign and malignant ulcer 
with sufficient accuracy to permit conservative 
treatment and continued observation; (4) the 
results of gastric resection for gastric ulcer are 
uniformly good, the mortality rate and inci- 
dence of recurrence being low. And, lastly, to 
delay surgery until the results of medical 
treatment can be evaluated is hazardous as 
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far as the optimum time for resection is 
concerned. 

There are also arguments against immedi- 
ate intervention. Routine extensive radical 
gastrectomy should not be utilized because at 
least 80% of gastric ulcers are benign. It 
would indeed be fine to have all gastric ulcer 
lesions removed, but the postoperative mor- 
tality, and particularly the morbidity, i.e., 
diarrhea and nutritional deficits, leave the 

atient in worse condition than the ulcer it- 
self. It appears that operative mortality and 
morbidity bear a direct relationship to the ex- 
tent of gastric resection. The radical policy of 
surgery for all gastric ulcers means that certain 
patients will spend their postoperative life 
with a small segment of stomach, often with 
some morbidity when, actually, they might 
happily have a physiologically sound stomach 
with a healed ulcer and no morbidity. 

In favor of medical trial management and 
against immediate surgical intervention is the 
fact that by careful study one can distinguish 
between benign ulcer and ulcerating carci- 
noma with a high degree of accuracy. Al- 
though there are no diagnostic criteria which 
are now 100% indicative of a benign lesion, 
the complete remission of all ulcer signs and 
symptoms, the disappearance of roentgen evi- 
dence of ulceration and rigidity of the wall, 
as demonstrated by x-ray and gastroscopy, the 
presence of free acid, and the disappearance 
of occult blood from the stool, all suggest that 
the patient has a benign lesion. If, however, 
the patient has persistent achlorhydria to his- 
tamine, a positive Papanicolaou test on gas- 
tric washings, and a meniscus sign on x-ray, 
immediate operation should be advised. It ap- 
pears that the diagnostic error of mistaking 
an ulcerating malignancy for a benign lesion 
by trial management is at least as low as the 
usual surgical mortality, i.e., 3 to 5 per cent. 
And in the experience of some the error in 
diagnosis has been as low as 1 per cent. Inas- 
much as the 5 year cure for carcinoma of the 
stomach is low, a delay of a few weeks for trial 
management would not appreciably alter the 
ultimate results of surgery, if and when advis- 
able. Proper trial management of the patient 
with gastric ulcer requires, of course, educa- 
tion of the patient to the necessity of continu- 
ing treatment with participation by both 
physician and patient. 
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Discussion 

Regardless of the spectrum of opinion, 
there is still agreement concerning the indica- 
tions for surgery in individual cases of gastric 
ulcer. Massive hemorrhage, perforation, ob- 
struction, failure to respond to medical treat- 
ment, walled-off intractable ulcer, recurrence 
after initial response, x-ray evidence of malig- 
nancy, elevation or rigidity of the ulcerated 
area, or the presence of pernicious anemia, 
would all be indications for surgical interven- 
tion. Many surgeons would not resist too vig- 
orously a short 3 to 6 weeks course of inten- 
sive trial medical therapy prior to contem- 
plated surgical treatment. Against this back- 
ground of potential malignancy and often un- 
satisfactory results on medical regimens, the 
argument for early operation would be more 
convincing if the surgeon could offer the same 
proof in long-term morbidity as he can in 
operative mortality. An acceptable surgical 
procedure which would remove the question- 
able ulceration and, if benign, would insure a 
satisfactory residual gastric pouch for dietary 
enjoyment, release the patient from a Spartan 
regimen, and provide insurance against re- 
current ulceration, would restore the confi- 
dence of the individual physician in gastric 
surgery and the gastric surgeon. There must 
be some elasticity in the adherence of the 
physician to a routine plan of medical man- 
agement, and of the surgeon to a routine 
operation with removal of extensive areas of 
the stomach. The idea of an ulcer originally 
benign undergoing malignant degeneration 
implies a prolonged period of time, perhaps 
years, with chronic irritation. The pros and 
cons of this problem of malignancy have long 
been debated and an impressive bibliography 
can be compiled for either point of view. At 
this time no definite, convincing answer can 
be given to the physician faced with a given 
ulcer. This problem is of little significance. 
The important question is whether the ulcer 
in question is currently benign or malignant. 

The size, location, age, sex, race, symptoms 
and duration are notoriously unreliable indi- 
cators of benignancy or malignancy. Gastric 
anacidity, although suggestive of cancer, is 
also by no means reliable, since many benign 
lesions are accompanied by hypochlorhydria 
or achlorhydria. And, sometimes, gastric carci- 
noma will be associated with acidity. Radio- 
logic examinations are perhaps the most valu- 
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able single tool, short of laparotomy, and yet 
even in excellent hands one must accept a 
considerable error. Gastroscopy is likewise a 
potentially valuable aid, but is subject to 
much the same degree of error as is the x-ray. 
A positive gastroscopic biopsy under direct 
vision is, of course, diagnostic. A negative 
biopsy is often meaningless, particularly if it 
is not taken under direct vision. The same 
may be said of the technics of exfoliative 
cytology. A positive preparation is most likely 
diagnostic, a negative one is of little value. A 
study of the P3* uptake of benign and malig- 
nant lesions has been reported by Nakayama!® 
as a diagnostically significant test of radioac- 
tive isotopes in early cancer of the alimentary 
tract with most encouraging results, 95% ac- 
curacy. However, verification of this technic 
has so far not been forthcoming. Gross exami- 
nation plus frozen tissue examination at the 
time of exploration seems to afford a high de- 
gree of diagnostic accuracy, and yet errors can 
be made in the gross appearance when sub- 
jected to complete microscopic study. The 
clinical evaluation should include considera- 
tion of all of the above factors, although all 
are attended by error. 


Gastric ulcers that either fail to show clear 
evidence of healing by x-ray examination after 
3 weeks of therapy, or fail to heal completely 
in 4 to 6 weeks, should be operated upon, 
even though it is well recognized that ulcers 
penetrating into the pancreas, even though 
benign, or surrounded by dense, poorly nour- 
ished reparative tissue, often heal slowly. 
When there are features that weigh in favor 
of a diagnosis of malignancy, either by x-ray, 
gastroscopic or cytologic examination, or by 
any other means, operation is usually recom- 
mended without delay. It is our belief that 
the reappearance or recurrence of the gastric 
ulcer that has healed demands serious consid- 
eration of surgical treatment, though there 
are some cases in which we must continue to 
manage medically for various reasons. The re- 
currence of a gastric ulcer once fully healed, 
points to chronicity and a constitutional in- 
herent weakness in this respect. Apart from 
the risk of mistaking a malignant lesion for a 
benign one, which is greater in a patient who 
has already healed an ulcer, recurrence tends 
to give the physician an unwarranted sense of 
security. One may ask how often the patient 
with a history of healed benign ulcer eventu- 
ally develops a gastric carcinoma. This aspect 
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of the problem has generally defied statistical 
analysis. I would emphasize that the cases of 
resectible carcinoma which originally ap- 
peared to be benign ulcerations proved to 
have a better prognosis than the resectible 
carcinoma group as a whole. All available 
methods of diagnosis, including repeated 
X-ray examinations, gastroscopic and cytologic 
examinations, tests for secretion of free HCl, 
stool examination for occult blood, should be 
employed as needed in the study of apparent- 
ly benign ulcers while under a conservative 
trial of medical management to minimize the 
risk of temporizing with a gastric carcinoma. 
It is believed that conservative management 
can be followed in selected patients with min- 
imal error, and that the risks of such an ap- 
proach are not greater than the risks involved 
in following a policy of resecting all gastric 
ulcerations, especially if the resections are 
done without attempting to prove the diag- 
nosis by trial management. It is difficult to 
apply general rules to all cases because of the 
associated circumstances and varied degree of 
suspicion of malignancy that applies to each 
case, making it always an individual problem. 


Summary 


It would indeed be unwise to declare that 
all patients with gastric ulcer are candidates 
for immediate operation. Nothing in medicine 
is all or none. The medical treatment, the so- 
called trial management, of gastric ulcer is 
justified in many cases. Individualism rather 
than a general policy of medical management 
or, on the other hand, of resection in all cases, 
is advocated. The decision concerning the 
selection of initial therapy, medical versus 
surgical, should be determined by the indi- 
vidual circumstances of the ulcer, i.e., whether 
it apparently is benign, complicated, or 
whether it has a suspicion of malignancy. The 
decision to initiate treatment with a rigid 
medical management is justified in the ab- 
sence of malignant characteristics in or about 
the ulcer. Under these circumstances a trial of 
such therapy for a period not to exceed 3 to 6 
weeks is frequently sufficient to determine 
whether the lesion will respond or whether 
surgical treatment should be undertaken with- 
out further delay because of suspicion of 
malignancy or a complication preventing 
healing. 

The recurrent ulcer is considered a strong 
indication for operation because of fear of 
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malignancy and also because recurrence indi- 
cates that the ulcer is intractable to medical 
management. The most serious mistake is to 
discharge the patient with a gastric ulcer from 
the hospital without radiologic evidence that 
the ulcer has disappeared. The physician has 
a great obligation to follow the subsequent 
course of a medically treated patient with gas- 
tric ulcer to be certain that recurrences do not 
develop and that the ulcer is actually healed. 
The location of the ulcer may also influence 
the results of treatment. Ulcers located below 
the incisura and particularly the pyloric chan- 
nel area appear to do less well on medical 
management. Repeated hospitalizations are 
necessary for patients with channel ulcers and 
despite intensive medical treatment, even 
though they are not malignant, satisfactory 
recovery is not the usual result. 


The management of the patient with gas- 
tric ulcer is difficult, because peptic ulcera- 
tion may develop either in normal mucosa or 
in neoplasm. 


The problem, then, is one of differentiating 
an ulcerating malignancy from a benign gas- 
tric ulcer. The practical diagnostic thera- 
peutic difficulty may be resolved by the im- 
mediate removal of all gastric ulcers, the pro- 
cedure favored by many surgeons and by 
many internists. Those of us who believe in 
treating gastric ulcers medically as benign 
lesions must accept a certain risk, just as a 
surgeon does at operation. The amount of 
this risk is a matter of opinion, rather than of 
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fact. Medical treatment is permissible only if 
exhaustive study fails to disclose evidence of 
neoplasm; it may be continued only if the 
objective methods of x-ray examination and 
gastroscopy show healing of the ulcer with no 
infiltration. The treatment of gastric neo- 
plasm is entirely surgical. 
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Inside Dermatology, U. S. A. — From a 


National Survey of Private Office Practice* 


DAVID GOE WELTON, M.D., Charlotte, N. C. 


This is an interesting analysis of the characteristics of the dermatologist’s 


ctice, 


the diseases seen and the treatment used. The latter was the chief reason for this 
statistical study as measured in terms of the use of ionizing radiation. This is 
especially pertinent because of present-day concern regarding over- 


exposure to such irradiation. 


Tuis stupy was prompted by the desire to de- 
velop a method of recording accurately the 
frequency of use of ionizing radiation in the 
private practice of dermatology, and to meas- 
ure the suspected substantial variations in its 
use by dermatologists. A pilot study in which 
three dermatologists recorded and reported all 
x-ray therapy given in their own offices dur- 
ing an 8 month period was presented to this 
section in November, 1956.1 This experience 
plus the increased general interest in the 
proper indications and limitations of the use 
of ionizing radiation in medicine indicated 
the need for a more extensive and comprehen- 
sive study. Accordingly, with the assistance of 
Dr. Bernard G. Greenberg, a project was or- 
ganized which would be nationwide in extent, 
truly representative in participation, one 
which would answer more questions about the 
use of ionizing radiation in a statistically 
valid manner, and which would throw light 
also upon other interesting aspects of derma- 
tologic office practice. The project plan was 
then submitted to a number of leading derma- 
tologists in this country and was approved and 
endorsed by them.* 


Specific Questions Which This Study 
Attempts to Answer 


A. Concerning the use of ionizing radiation. 

1. The frequency of its use in relation to the total 
number of patient-visits, the geographic region, the 
age group of the physician, and each of the more com- 
mon specific diagnoses. 

2. Evaluation of apprehension regarding its use. 


*Read before the Section on Dermato! and 
Southern Medical Associ: 
Atlanta, Ga., November 16-19, 1959 


hilology, 
iation, Fifty-Thi: Meeting, 


*Among them were the late Nelson Paul Anderson, Anthony 


C. Cipollaro, J. Lamar Calla 
Jr., and Wiley 


way, Francis Lynch, Harry Arnold, 
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3. The relative frequency in usage of each modality 
(x-ray, Grenz ray, radium, thorium X). 

B. Data from private office practice. 

1. Distribution of board-certified dermatologists, 
geographically. 

2. Patient-load variations by season, by geographic 
region, and by age of doctor. 

3. Analysis of patient-visits by age, sex, race, and 
diagnosis. 

4. Incidence of the various dermatoses by geographic 
region and by season. 

5. Analysis of the primary services rendered by the 
physician. 

6. Determination of the most frequent treatment 
used for each specific diagnosis, according to geo- 
graphic region, and according to age group of the 
physician. 

Since it is obviously impossible to present 
all of this material in the space available, I 
shall present highlights of particular interest 
to this group. 


Planning and Organization 
(February-October, 1957) 


A. Creating the population. The 8th edi- 
tion of Marquis’ “Directory of Medical Spe- 
cialists”? was used as the source of board- 
certified dermatologists. After certain exclu- 
sions had been made (those not in private 
practice, those living outside the United 
States, and the unverified and incomplete list- 
ings), there remained a total of 1,377 diplo- 
mates. A 3 x 5 card was made out for each 
one; these cards were then divided into 5 
groups according to geographic location, as 
follows: 

NORTHEAST: Connecticut, Delaware, 
District of Columbia, Maine, Maryland, Mas- 
sachusetts, New Hampshire, New Jersey, New 
York, Pennsylvania, Rhode Island, and Ver- 
mont. In 1956 their combined population was 
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46.3 million, including 75,314 physicians. In 
this region there were 577 diplomates, 42% of 
all those in the United States; this provided 
12.5 dermatologists per million of the general 
population, or, 7.6 dermatologists per thou- 
sand of all physicians in the region (Table A). 

SOUTH AND SOUTHEAST: Alabama, 
Georgia, Florida, Kentucky, Louisiana, Missis- 
sippi, North Carolina, South Carolina, Ten- 
nessee, Virginia, and West Virginia. Their 
combined 1956 population was 34.6 million, 
including $2,271 physicians. A total of 150 
dermatologists here, 10% of all those in the 
United States; 4.3 per million of the general 
population; 4.6 per thousand of all physicians. 


MIDWEST: Illinois, Indiana, Iowa, Kan- 


sas, Michigan, Minnesota, Missouri, Nebraska, 


North Dakota, Ohio, South Dakota, and Wis- 
consin. Their 1956 population was 49.2 mil- 
lion, with 56,782 physicians. The 319 derma- 
tologists in this area accounted for 23% of 
those in the United States; 6.5 per million of 
the general population; 5.6 per thousand of 
all physicians. 

SOUTHWEST: Arkansas, Arizona, Colo- 
rado, New Mexico, Oklahoma, Texas, and 
Utah. Their 1956 population was 17.3 million, 
with 17,633 physicians. A total of 111 derma- 
tologists here, 8% of those in the United 
States; 6.4 per million of the general popula- 
tion; 6.3 per thousand of all physicians. 

WEST: California, Hawaii, Idaho, Mon- 
tana, Nevada, Oregon, Washington, and Wy- 
oming. Their 1956 population was 20.2 mil- 
lion, with 28,358 physicians. In practice here 
were 220 dermatologists, 16% of those in the 
country; 10.8 per million of the general popu- 
lation; 7.7 per thousand of all physicians. 

B. Selection of the sample. In each of the 
five geographic groups, the cards were sub- 
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age 50, and those from 50 to 65. (The cards of 
51 physicians, age 66 or more, were eliminated 
because most of them would normally be 
“tapering off” their practice-load during the 
period of the study. A total of 1,326 cards re- 
mained as the population.) 

A probability sample,* proportional to the 
population in each cell of the ten strata was 
decided upon. The sample was selected syste- 
matically, starting with a random card in each 
of the 10 packs and taking every thirteenth 
card. When the selection had been completed, 
exactly 42% of those in the sample were in 
the Northeast, 10% were in the South-South- 
east, 23% in the Midwest, etc., agreeing ex- 
actly with the actual distribution of derma- 
tologists. 

It was anticipated at this point that when 
the 100 persons were contacted by mail, about 
25 would be ineligible according to the study 
requirements, 25 would decline or fail to re- 
spond, and 50 might agree to participate. 
Also, that during the 12 month period of re- 
cording data, it was expected that 13 would 
drop out, leaving 37 to finish the study. 

C. Obtaining participation. Describing the 
project to the prospective participants and ob- 
taining their co-operation had to be done by 
mail. This letter of explanation and invitation 
attempted to persuade them of the worthi- 
ness of this study and of the desirability of 
their taking part in it. In order to encourage 
and obtain the most accurate reporting of 
what is, after all, highly confidential informa- 
tion, the names of the individual participants 
were not to be used in any publication of 
data, and no individual’s data was to be pub- 
lished as such, but only as part of the pooled 


*The number of doctors selected in each region, and » each 


> age group, was proportional to the total number (of derma- 
divided into two packs; those physicians under Miracticing each region, and in each age group. 
TABLE A 
Region U. S. Population, 1956* All M.D.’s Dermatologists 
In Millions Percentage Total Number Number *** Percentage Percentage 
(In Thousands)** of Working 
Sample 
N.E. 46.3 28 75.3 577 41.9 34 
S.-S. E. 34.6 21 $2.2 150 10.9 16 
M.W. 49.2 29 56.8 $19 23.2 26 
Ss. W. 17.3 10 17.7 lll 8.1 8 
Ww. 20.2 12 28.3 220 16.0 16 
Total 167.6 100 210.3 1,377 100.0 100 


*Source: U. S. Bureau of the Census. 
**Source: American Medical Directory, 1957. 
***As defined in text. 
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(1-6) Month (7) Day of Week (8) 
NAME AGE Yrs. 
(9-10) 
SEX: 1.M 2.F RACE: 1.W___2.N 3.0. 
(11) (12) 
DIAGNOSIS: (check only one) (18-14) 
o1[) Acne (all types) 11 Nevus 
o2[] Anogenital pruritus 12[] Papulo-Squamous 
(other than neurodermatitis) 
Atopic dermatitis (specify) 
Dyshidrosis Pyoderma 
os) Eczematoid & I. E. D. 14[] Vascular 


o6[] Epithelioma 

o7[] Fungus 

Keloid 

Neurodermatitis (anogenital) 
10[] Neurodermatitis (other) 


(Not Atopic) 


15] Venenata—acute 
Venenata—chronic 
17.) Wart 

18._] Other 


(specify) 
19.7) Undiagnosed 


(15) Was this diagnosis primary reason for visit? 


yes no 


(16) For this diagnosis, was visit 


first? return? 


PRIMARY SERVICE RENDERED: (check only one) (17) 


of] Consultation-diagnosis only 
1. X-ray therapy 

2[) X-ray & other therapy 

3.1 Grenz ray 

4. Radium 


Ultraviolet 

Other therapy 

7{(Q Follow-up by doctor 
8.1 Staff care only 

Surgery 


X-RAY THERAPY (check one, even if not used) (18) 


0.1] Used as above 


@ Customarily used for this diagnosis, but not on this visit 


03. 


because: (check one only) 
2.0) Patient apprehensive 7.0 Completed 
3.1) Previous dosage known 8.) Between courses 
4.0 Previous dosage unknown 9.[-] CO, solid or slush 
Too young Post-op. checkup 
6.[) Previously of no benefit Y. Other. 


(Specify) 


1.1 Customarily not used for this diagnosis 


= 
FIG. | 
a1. 
|_| 
04. 
05. 
| 
06. 
07. 
08. 
0, 
10. 
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REVERSE SIDE OF FIG. 1 


[1 GUIDE TO DIAGNOSES 


Ol. 


03. 


ACNE: All types, plus rosacea, and hidradenitis, 
but NOT necrotica. (The latter is entered in item 
13—Pyoderma). 


. ANOGENITAL PRURITUS: Those which you 


believe are basically neurodermatitis should be en- 
tered in item 09., not here. 


ATOPIC DERMATITIS: Includes atopic eczema. 


. DYSHIDROSIS: Includes hyperhidrosis and pom- 


pholyx. 


. ECZEMATOID AND I. E. D.: Includes all unclas- 


sified eczemas. Infectious eczematoid dermatitis is 
used in the broad sense meaning “any old oozing 
process” starting in one place and disseminating. 
(id). 


. EPITHELIOMA: All squamous, basal cell and 


mixed epitheliomas. DO NOT include melanoma 
or nevocarcinoma; they should be specified and 
written in under item 17 (“other”). 


. FUNGUS: Includes capitis, hand and foot, cor- 


poris, cruris, onychomycosis, dermatophytid, paro- 
nychia, and moniliasis. 


. KELOID: Include all hypertrophic scars. 


. NEURODERMATITIS (ANOGENITAL): Only in 


anogenital region. 


. NEURODERMATITIS (OTHER): This includes 


other localized forms (lichen simplex chronicus), 
and generalized, non-atopic, forms. 


. NEVUS: Common moles (tumors composed of 


nevus cells), plus nevus unis lateralis (icthyosis 
hystrix or nevus verrucosus) and nevus sebaceous, 
and adenoma sebaceum. 
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14. 


15. 


17. 
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. PAPULO-SQUAMOUS: Be sure to fill in specific 


one. Include simple seborrhea here. 


PYODERMA: Include abscess, acne necrotica, any 
eczematoid process producing frank pus, cellulitis, 
erysipelas, folliculitis, furuncles, stye, and sycosis. 


VASCULAR: Dermatitis hypostaticum, (stasic) 
with or without ulcers; purpura, pigmented pur- 
puric eruption, and hematoma. (NOT hemangi- 
oma, which is entered in item 18.) 


VENENATA—ACUTE: This includes all contact 
dermatitis, occupational and otherwise. In the 
early acute cases where “ordinarily x-ray therapy 
is not used” check item 1 in the paragraph under 
X-ray Therapy (unless you do use it in this situa- 
tion). 


. VENENATA—CHRONIC: In the chronic (eczem- 


atous) type, if you ordinarily use x-ray therapy; 
but if you did not use it on this visit, box 7. 
(Other) under X-ray Therapy should be checked 
and then fill in what was done. 


WART: Verruca vulgaris, verruca plantaris, ver- 
ruca plantar juvenalis. Do not include senile or 
seborrheic warts here. 


. OTHER: Please write in, after checking this box, 


the following conditions when you encounter 
them: 


Bacterid; Chronic specific granulomas; Cutane- 
ous tags; Dermatitis medicamentosa; Erythema 
multiforme including nodosum, induratum, etc.; 
Hemangioma and lymphangioma; Herpes sim- 
plex; Herpes zoster; Lymphoblastoma; Paget’s 
disease; Pustular psoriasis; 


Seborrheic keratosis }) do not use term 
Senile keratosis “verruca” for these 
Urticaria 


19. UNDIAGNOSED: Self-explanatory 


IN GENERAL: For those diagnoses not specifically 
covered above, check the most closely related condition 
if appropriate, or fill it in under OTHER. When using 
OTHER, be sure to check box 18 first. 
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data for his age group and geographic region. 
No sponsorship was sought; the author sup- 
plied the materials and bore all the expenses. 

Eligibility: Since this was intended origin- 
ally to be a study of what goes on in private 
offices, participants were limited to those 
spending at least 75% of their time in private 
practice. Because the primary objective was to 
ascertain the frequency of the use of ionizing 
radiation, particularly x-ray therapy, the few 
who had no x-ray machine in their office were 
excluded. A return postal card designed to 
yield information of eligibility, and a sample 
of the tabulating ticket to be used were en- 
closed with each letter. It was explained that 
during the project’s run, each participant 
would be expected to fill in completely one 
tabulating ticket for every patient-visit to his 
office during a full work-week, for a total of 


TABLE 
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4 separate weeks, scheduled about 3 months 
apart over a 12 month period. (No house calls 
or hospital visits were to be included.) 

A 6 x 8 inch ticket designed for maximum 
convenience of the participants and for subse. 
quent key-punching was finally developed 
after several pilot runs. The reverse side of 
each carried a detailed explanation of the 
diagnostic groupings, to prevent confusion re. 
garding synonyms in nomenclature (Fig. 1). 

In order to retain the sampling proportions 
previously determined, every other card in the 
sample was selected to receive an invitation in 
the first “wave.” Accordingly, 50 invitations 
were issued on October 30, 1957, and a second 
wave of 42 (out of the remaining 50 in the 
sample) invitations followed in January. The 
responses to the 92 invitations are summarized 
in Table B. 


B 


POPULATION OF ELIGIBLE DERMATOLOGISTS 


SHOWING RESULTS OF SAMPLE SELECTION 


Population 
1, 326 


| 


Invitations Supplemental Sample, 
92 if needed 8 
Ineligible Declined Accepted _ No Response 
9 11 53 19 
Started Changed Mind 
50 3 
Finished 
50 
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Regional variations in acceptance: The 
highest rate of participation occurred in the 
South-Southeast region; the Midwest also ex- 
ceeded its population percentage, and the 
Southwest and West equalled theirs. But in 
the Northeast area, which contains many out- 
standing teaching medical centers and where 
one would expect the physicians to be more 
“research minded,” the percentage of partici- 
pation in relation to the population of derma- 
tologists was the lowest of the 5 regions. A 
greater proportion of the nonparticipation in 
the Northeast occurred among those age 50 to 
65; this was not true in the other regions. 


Operation (November, 1957—May, 1959) 


The “runs” of the participants were sched- 
uled so that each week and each month were 
represented in the project as a whole. The 
first participants began to record in Novem- 
ber and December, 1957; others started in 
January, February, or March, 1958. The col- 
lection of data extended over a period of 18 
months. Completed tickets were mailed back 
to the author by each participant at the end 
of each series (one week’s recording). In addi- 
tion to the usual editing just preceding key- 
punching, a secondary diagnostic code was 
applied; this made possible the key-punching 
of 95% of all diagnoses recorded. 

Once the project was under way, a contin- 
uous effort to maintain interest and to sustain 
participation was carried out. This included 
frequent correspondence, and a personal visit 
to each of the 50 participants by the author. 

When all data had been collected, edited, 
and transferred to 1.B.M. cards, it was found 
that almost 27,000 records had been processed. 
Next, a set of 6 tables analyzing each partici- 
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pant’s own material was prepared and mailed 
to him; this “feed back” analysis was the only 
tangible incentive offered to the participants. 
It provided each one with much useful and 
interesting information about his own prac- 
tice, including—almost always—a few “sur- 
prises.” Subjective “impressions” regarding 
one’s own practice are often inaccurate. Few 
private offices have a convenient method of 
recording accurately all the items included in 
the tabulating ticket used here. 


Results and Discussion 


The Patient Load (Table 1). The average 
dermatologist has 132 patient-visits per week 
(ranging from 4 to 6 working days), making a 
total of 528 patient-visits during his 4 separate 
weekly series which he reported. Those in the 
Northeast and in the Southwest carry a some- 
what smaller weekly patient-load than do 
those in the other 3 regions. 

When the patient-load is examined with 
respect to the age of the physician, however, 
it is found that physicians age 50 and over in 
the Northeast and in the South-Southeast see 
more patients by 25 to 30% than do their 
younger colleagues. The opposite is true in 
the Midwest where the dermatologists under 
age 50 see almost twice as many patients as do 
their older colleagues. 

While seasonal variation is absent in the 
national average, it does appear to be a strong 
factor in the Southwest, where the patient- 
load is heaviest during June, July and August 
(season #3). 

The Patients (Fig. 2). The one decade 
which provides more patients than any other 
is the 10 to 19 year old group, because of the 


TABLE 1 
NUMBER OF PATIENT-VISITS PER WEEK BY SEASON AND BY REGION 


Season N.E. 
Total 
No. 1 
Dec., Jan., 130 112 
Feb. 
No. 2 
Mar., Apr., 135 120 
May 
No. 
June, July, 132 113 
Aug. 
No. 4 
oe. Oct., 132 115 
ov. 
ALL Seasons 528° 460 


S.-S. E. Ww. S. W. Ww. 
142 133 108 159 
139 143 113 164 
144 137 132 151 
147 133 lll 161 
573° 545° 463° 635 


*The total of the column is different by one patient-visit due to rounding errors. 


| 
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TABLE 2 
AGE AND SEX OF PATIENTS SEEN DURING AVERAGE 4 WEEK (INTERRUPTED) PERIOD 


Age Male Female 
Under 10 16 19 
10-19 41 58 
20-39 62 100 
40-49 34 45 
50-69 55 66 
70+ 16 16 
Total 224 305° 


*Rounding errors cause discrepancies of one patient in the addition. 


Both Sexes 
Number Percentage Exact Percentage 

of Females 

35 6.6 53.9 
100* 18.8 58.5 
162 30.7 61.7 
79 14.9 57.1 
121 22.8 54.5 
32 6.1 50.0 
529 100.0 57.6 


incidence of acne. There is a gradual decrease 
in each decade thereafter, with the percentage 
of those age 70 and over being almost identi- 
cal to the group under 10 years of age. 

Generally speaking, female patients are con- 
sistently in the majority, with an over-all per- 
centage of 57.6, and with a peak of 61.7% in 
the age 20 to 39 group. Females predominate 
in each of the other age categories, but by a 
smaller margin (Table 2). 

Most Common Diagnoses (Table 3). The 
twelve most common diagnoses, expressed in 
terms of the total number of times each diag- 
nosis was made during the average 4 week 
series, are listed according to geographic re- 
gion in table 3. 


Acne is at the top of the list by a wide mar- 
gin nationally, and is the most frequent diag. 
nosis made in each of the 5 regions except in 
the Southwest where it is exceeded slightly by 
epithelioma. The peak frequency of acne oc- 
curs in the Midwest where it accounts for | 
out of every 5 diagnoses made. 

The most striking regional variation occurs 
in the case of epithelioma, the third most com- 
mon diagnosis nationally. Ranging from 3.4% 
in the Midwest to 16.1% in the Southwest, 
this finding confirms previously published 
data regarding the prevalence rate of cutane- 
ous cancer. The incidence of keratoses, as 
would be expected, essentially parallels epithe- 
lioma, being most common in the Southwest, 
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TABLE 3 
’ TWELVE MOST COMMON DIAGNOSES 
Average Number of Diagnoses Per Series of Four Weeks Per Physician 
(Lower numbers in each box are percentage frequency of all diagnoses in region) 
Diagnosis Regions Average 
N.E. S.-S. E. M.W. S. W. Ww. Total 
81 106 71 115 7 
— 17.5 17.8 19.5 15.0 17.7 18.0 
Eczematoid 30 46 35 36 38 
‘ 6.5 7.7 8.2 7.4 5.5 7.0 
ithelioma 27 53 19 76 45 36 
_— 5.8 8.9 3.4 16.1 6.9 6.7 
35 32 41 19 $2 34 
oe 7.5 5.4 7.3 4.0 49 6.3 
19 41 26 42 29 
4.1 6.9 5.2 55 65 54 
Neurodermatitis 20 $2 28 20 43 27 
(other) 4.3 5.4 5.0 4.2 6.6 5.0 
Psoriasis 28 12 29 25 
6.0 3.0 4.8 2.5 4.5 4.6 
t 18 26 21 33 41 25 
—— 3.9 44 3.8 7.0 6.3 4.6 
enenata, acute 26 24 19 17 29 23 
5.6 4.0 3.4 3.6 4.5 4.3 
Venenata, chronic 22 16 19 11 27 20 
4.7 2.7 3.4 2.3 4.2 3.7 
oderma 17 26 18 16 23 20 
3.7 44 $.2 3.4 3.5 3.7 
Seborrheic dermatitis 14 24 19 18 23 18 
3.0 4.0 3.4 3.8 3.5 3.3 
Total diagnoses 464 594 558 472 650 540 


The number of diagnoses is ag: pene it may exceed the number of patient-visits, where more than one diagnosis has been 


a — treated during the same vis 


icne, last vertical column: 97 rs ‘the average +“ of times this diagnosis was made during the average four week series. 


It is em % of the average total number of diagnoses 


though it does not demonstrate as wide a 
range of geographic variation. 

Somewhat surprising is the relatively low 
incidence of psoriasis in the Southwest, possi- 
bly because of the abundance of natural ultra- 
violet radiation there and adequate exposure 
of the population to it. Not surprising is the 
finding of the peak frequency in the North- 
east, where it is two and one half times more 
common than in the Southwest. Warts appear 
to come more to the attention of the derma- 
tologists in the Midwest and the Northeast. 

The South-Southeast and the West lead the 
country by a considerable margin when it 
comes to the relative and absolute number of 
fungal infections treated. Chronic dermatitis 
venenata occurs most often in the Northeast, 
where its relative frequency of all diagnoses is 
double that of the Southwest (possibly due to 
the occupational dermatoses). 

Of interest is the recent report by Corson 
and associates,* on the 10 skin diseases most 
commonly encountered in private practice in 
1930, as compared with an equal number of 
dermatoses in 1955. 

Primary Services Rendered (Table 4). Ioniz- 
ing radiation was used in 23.1% of all patient- 


visits. Of this 23.1%, superficial x-ray therapy 
(used alone or in conjunction with surgery, or 
an injection, for example) accounted for all 
but 2.1 per cent. The use of Grenz ray, thor- 
ium X, and radium made up the 2.1 per cent. 

Usage of radiation, by regional groups, was 
less frequent in the West and Northeast, more 
frequent in the other 3 regions, and its use 
ranged from 18.7 to 26.5% of the lesions 
treated. 

One of the purposes of this study was to as- 
certain the differences in the characteristics of 
practice, such as patient load, and therapeutic 
preferences expressed in terms of services ren- 
dered, between those physicians who have 
been in private practice a “long time” (twenty 
years or more and grouped, therefore, as those 
age 50 and over) and those who have been in 
practice for a shorter length of time (grouped 
as those under age 50). In other words, how 
does a man’s practice change as he grows 
older, how do his therapeutic preferences 
change over the years? A comment often heard 
among dermatologists is, “the longer I am in 
practice, the less I use x-ray.” This impression, 
it turns out, is confirmed in the East where 
those over 50 (both in the Northeast and in 
the South-Southeast) do use less than the 
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*Includes electrosurgery and slabs: excludes other acne 
“Consultation Only,” for example; in the Northeast 


come to the vertical heading “All Regions.” When all 
service accounted for 6.1 per cent of all services 
cent; it showed an over-all average of 
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TABLE 4 
PERCENTAGE DISTRIBUTION OF SERVICES RENDERED, BY REGION AND BY DOCTOR’S AGE 
Service Rendered Percentage Frequency All Regions Total 
N.E. S.-S. E. M.W. Ss. W. Ww. Under 50 50 and Over 
Consultation only $.1 45 6.9 7.2 3.9 6.1 2.4 4.8 
Ionizing Radiation 21.3 26.5 25.0 26.5 18.7 23.8 21.7 23.1 
x-ray only 14.2 18.7 17.4 16.0 12.0 16.6 13.5 15.5 
x-ray & other 5.4 5.8 5.6 9.8 3.6 5.3 5.9 55 
Subtotal (19.6) (24.5) (23.0) (25.8) (15.6) (21.9) (19.4) (21.0) 
Grenz & Thorium 1.3 2.0 2.0 0.0 3.1 1.8 2.0 19 
Radium 0.4 0.0 0.0 0.7 0.0 0.1 0.3 0.2 
Ultraviolet 13.5 8.4 12.4 9.7 19.8 16.4 7.5 13.3 
Other 34.3 32.7 38.7 29.6 34.0 30.8 42.4 34.8 
Follow-up by M.D. 15.7 16.3 9.0 17.2 14.3 13.5 14.5 13.8 
Staff care only 0.6 2.4 0.1 0.0 0.2 0.4 1.2 0.7 
Surgery® 11.4 9.3 8.0 9.8 9.0 9.1 10.4 9.6 
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 


acne surgery, such as drainage of pustules and cys 


the figure 3.1 indicates that in this region, 3.1 roy on the primary 
services rendered were ‘‘Consultation-Examination” only (nothing else was done). Now follow this same line ogee vagy d —_ = 
the oy are combined, with u 
; for those physicians age 50 and for 2.4 4 
4.8 per cent (last’ column) of ry the 26,986 primary services 


over, it accounted 


younger group, but this impression does not 
hold true in the Midwest or West (Table 4a). 
In fact, within the West, the use of irradiation 
by those age 50 and over is significantly higher 
than that by the younger group, whereas the 
over-all average for the West is the lowest of 
all 5 regions. 


With respect to the other services cata- 
logued in table 4, it is noteworthy that “con- 
sultation only” occurred more than twice as 
often in the Southwest as in the Northeast, 
and was two and one half times more frequent 
among the younger physicians nationally. 
When the “services rendered” are examined 
according to each age group of the patients, 
the highest frequency of consultation only, 
8.8%, is found in the group under 10 years of 
age. It appears from this that a history, exami- 
nation, and prescribing by the physician suf- 
fice in more of these patients than in the 
older age groups. There is no significant varia- 
tion in the use of “consultation only” among 
those over 10 years old (table not shown). 


The use of ultraviolet irradiation, favored 
most commonly in the West, revealed a much 


TABLE 4a 
IONIZING RADIATION USAGE IN PER CENT OF ALL 
SERVICES RENDERED 


Physicians Total 
Region Under 50 50 and Over Average 
N.E. 22.6 18.9 21.3 
S.-S. E. 30.4 16.1 26.5 
M. W. 24.5 26.4 25.0 
S. W. 26.6 26.5 26.5 
w. 15.6 21.8 18.7 


more variation of preference ac- 
cording to physicians’ age than did x-ray ther- 
apy or any other therapeutic modality. It was 
consistently favored by the younger group (as 
compared with men over 50) in all sections of 
the country, ranging from an 8:1 ratio in the 
South-Southeast to a 2:1 preference in the 
Northeast and Southwest (table not shown). 
When all regions were combined, its use 
among younger men was a little more than 
double that in the older group (Table 4). In 
the different age groups of patients, its peak 
usage occurred in those between 10 and 19 
years of age (probably because of acne) while 
its lowest usage was in patients age 70 and 
over. 

Surgery (which included planing and elec- 
trosurgery) accounted for 9.6% of the primary 
services rendered nationally. While slightly 
more frequent in the Northeast, it showed 
little variation in the geographic regions or 
between age groups of the physicians. Its use 
increased gradually with the age of the pa- 
tient, starting with 6.6% among those under 
10, and reaching a top frequency of 13.9% 
among those age 70 and over (where precan- 
cerous lesions, those suspected of being cancer, 
and cancer itself are more often the reasons 
bringing the patient to the physician). 

Follow-up visits, while least common in the 
Midwest, nationally amounted to 13.8% of all 
visits: a significant figure. 

“Staff care only” (patient not seen by the 
physician) was negligible except in the South- 
Southeast. “Other” measures included such 
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items as injections of various medications, ap- 
plication of solid carbon dioxide, liquid oxy- 
gen or nitrogen, etc. 

Use of Ionizing Radiation (Table 5). The 
largest total number of x-ray treatments re- 
corded nationally for one disease was 1,276 for 
acne (all types, including rosacea); this form 
of ionizing radiation was used in 26.4% of all 
the acne patient-visits. (In considering popula- 
tion exposure it should be remembered that 
this disease is not confined to the age 10 to 19 
decade but occurs also between ages 20 to 50, 
and that x-ray therapy is seldom used in pa- 
tients under 15 years of age.) In total number 
of treatments received, eczematoid dermatitis, 
epithelioma, and neurodermatitis were the 
next most common, followed by fungal infec- 
tions, chronic dermatitis venenata, and psoria- 
sis. Percentage-wise, however, acne is exceeded 
by 5 of the other 11 in this group (see last 
column, Table 5), neurodermatitis, eczematoid 
dermatitis, epithelioma, chronic venenata, and 
fungus infections. 

Among the 12 most common diagnoses, sig- 
nificant regional variations occur: in eczema- 
toid dermatitis, where its use in the South- 
Southeast is more than double that in the 
West; in epithelioma, where its use in the 
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West exceeds that in the South-Southeast by 
two thirds; in psoriasis, where the West uses it 
less than half as often as the South-Southeast; 
in acute venenata where the use in the South- 
Southeast is double that in the Midwest; and 
in seborrheic dermatitis where its use in the 
Midwest is three times that in the West. Wider 
variation could be demonstrated by using 
some of the percentages of the Southwest; 
these are considered less significant in a prob- 
ability sense, however, because of the relative- 
ly few participants (4) in this region. 

With respect to variations in the use of ir- 
radiation according to the age group of the 
physician, it is found that in 8 of the 12 most 
common diagnoses the older men do tend to 
use x-ray therapy less frequently than the 
younger group. The few diseases for which 
the older physicians use more ionizing radia- 
tion than their younger colleagues are those 
which are most common such as acne, eczema- 
toid dermatitis and warts. Noteworthy varia- 
tions occur in the treatment of fungal infec- 
tions, neurodermatitis, psoriasis, and sebor- 
rheic dermatitis (Table 5). Physicians under 
age 50 used ionizing radiation more frequent- 
ly than did their older colleagues in the man- 
agement of epithelioma, fungal infections, 


TABLE 5 


PERCENTAGE OF USE OF IONIZING RADIATION, BY REGION, AND BY PHYSICIAN’S AGE 
(Lower figure in each box = the total number of cases treated by ionizing radiation*) 


12 Most Common Section Age Total 
Diagnoses** N. E. S.-S. E. M.W. S.W. WwW. Under 50 50 and Over 

Acne (all types) 25.6 34.4 10.2 21.1 25.2 28.9 26.4 
355 212 486 29 194 848 428 1,276 

Eczematoid dermatitis 37.3 54.6 46.2 59.0 23.3 42.7 43.4 42.9 
191 202 275 82 67 552 265 817 

Epithelioma 27.9 26.1 40.7 46.1 43.3 36.4 34.1 35.4 
127 lll 99 140 155 365 267 632 

Wart 9.3 11.0 9.9 14.7 9.9 8.8 12.6 10.1 
56 28 53 ll 25 101 72 173 

Fungus 29.4 25.6 21.7 30.8 31.6 29.9 20.2 27.2 
97 83 82 $2 105 $15 84 $99 

Neurodermatitis, other 47.3 49.6 50.6 60.8 29.4 48.5 38.0 44.9 
159 125 182 48 101 434 181 615 

Psoriasis 26.4 40.1 29.1 18.8 16.6 30.0 20.3 26.6 
124 59 101 q 39 245 87 332 

Keratoses 3.0 2.9 1.9 6.9 1.2 2.6 2.7 2.7 

9 6 5 9 4 19 14 33 

Venenata, acute 17.5 27.1 11.9 23.2 14.2 19.4 13.9 17.5 
76 51 30 16 53 150 56 206 

Venenata, chronic 29.8 50.8 $2.8 71.1 30.6 38.3 31.1 35.3 
109 66 82 32 66 223 132 355 

Pyoderma 13.7 30.0 15.7 21.0 12.4 19.1 15.0 17.8 
40 62 37 13 23 130 45 175 

Seborrheic dermatitis 16.3 24.2 30.7 15.3 9.4 23.8 13.1 20.4 
38 47 75 ll 17 149 39 188 


*In acne, for example, 355 — 25.6% of 1,385 acne diagnoses recorded in the Northeast. 
**This group of 12 accounts for 19,663 (72%) of the grand total of 26,986 diagnoses recorded in the study. 


The row of figures in each horizontal section are percentages. In the case of each geographic section, it is the percentage 
of the number aft that diagnosis recorded in that region. , 

In the last vertical column “Total,” however, it is the centage of the total number of that diagnosis made in the study. 
Acne, for example: 1,276 is the total number of ionizing jation treatments given for this diagnosis in the whole study. It rep- 
Tesents 26.4% of the total number of acne patient-visits (see Table 7, column 1). 
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TABLE 5a 


12 DIAGNOSES MOST OFTEN TREATED WITH IONIZ- 
ING RADIATION BY AGE OF PHYSICIAN 


(Per cent of the total number of diagnoses of each disease) 


Physicians Total 
Condition Under 50 50 and Over (Average) 
Keloid 62.5 65.5 63.3 
Anogenital pruritus 58.8 46.0 53.8 
Neuroderm. A-G 55.2 50.5 53.3 
Neurodermatitis, other 48.5 38.0 44.9 
Eczematoid dermatitis 42.7 43.4 42.9 
Dyshidrosis 33.7 48.6 $8.9 
Epithelioma 36.4 34.1 35.4 
Venenata, chronic 38.3 $1.1 35.3 
Fungus 29.9 20.2 27.2 
Psoriasis 30.0 20.3 26.6 
Acne 25.2 28.9 26.4 
Herpes Zoster 27.0 18.2 24.0 


neurodermatitis, psoriasis, dermatitis venenata 
—both types, seborrheic dermatitis, and pyo- 
derma. Those aged 50 to 65 used more ioniz- 
ing radiation only in the cases of eczematoid 
dermatitis, warts, and acne. In keratoses, the 
usage for both groups was equal. The most 
remarkable difference, however, occurs in the 
treatment of hemangioma. Physicians over 50 
use it 4 times as often as the younger group, 
primarily in the Northeast (table not shown). 
Table 5a lists the 12 diagnoses most often 
treated with ionizing radiation (not the 12 
most common diagnoses seen by dermatolo- 
gists), according to the percentage frequency 
of each and by the age group of the physi- 
cians. In this comparison keloid, not a fre- 
quent diagnosis, is treated most often with 
ionizing radiation. Actually, if anogenital 
pruritus and neurodermatitis, anogenital, 
were combined into one category (and they 
are virtually synonymous) it would be the sec- 
ond most frequent condition treated by irradi- 
ation but would represent a larger number of 
diagnoses. In this table, acne and epithelioma 
are found in the lower half of the list. 
Regarding the physician-age-group compar- 
ison, the older group again (as in Table 5) 
uses ionizing radiation less frequently than 
the younger group in 8 out of the 12 condi- 
tions listed. By pooling the percentage, the 
difference is a significant one. Usage by the 
older group is greater only in the cases of 
keloid, dyshidrosis, acne and eczematoid der- 
matitis. 

In table 6, the variations in use according 
to the age groups of the patients are shown. 
The use of x-ray alone increases steadily with 
each decade, from 5.1 to 21.7% of all services 
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rendered. Supplementing x-ray with some 
other service, on the same visit, increases with 
each age group up to 50, then decreases. 

In table 7 the frequency of the use of ioniz. 
ing radiation for the more common derma. 
tologic diagnoses is summarized, and in the 
last column there appears a very significant 
list of percentages. These indicate the percent. 
age of times (in relation to the total number 
of patient-visits for each diagnosis, as shown 
in the first column) ionizing radiation was 
customarily not used. This resulted from the 
physicians’ individual and collective recogni- 
tion of proper contraindications. It has been 
shown that of all the patient-visits for acne, 
for example, ionizing radiation was used in 
26.4 per cent. This leaves 73.6% not so treated. 
It was “not customarily used” in 30.1% of the 
total; other reasons for nonuse of this treat- 
ment were: the patient’s age, previous total 
dosage being known and judged to be a con- 
traindication to additional exposure, the pre- 
vious dosage being unknown, patients in- 
between one or two series of x-ray treatments, 
patients treated (on that visit) with some other 
modality such as ultraviolet light, carbon di- 
oxide “slush,” or systemic medication, and 
those in whom irradiation was considered not 
advisable or necessary (such as mild cases). 

The highest percentage of customary non- 
use is found in the treatment of keratoses, 
with pyoderma next, then warts, acute derma- 
titis venenata, and seborrheic dermatitis. All 
of this demonstrates, on the part of the partic- 
ipating physicians, a careful consideration of 
the indications in each individual patient. 

Now, the matter of apprehension, expressed 
by the patient or the parent, regarding expo- 
sure to ionizing radiation, particularly to 
x-rays, is of considerable concern to all physi- 
cians these days, but especially to dermatolo- 
gists, radiologists, and to public health work- 
ers. Disturbed by a continuing eruption of 


TABLE 6 


IONIZING RADIATION USAGE IN PER CENT OF ALL 
SERVICES RENDERED 


According to Age Group of Patients 


Under 

10 10-19 20-39 40-49 50-69 70+ 

X-ray alone 5.1 13.4 15.9 15.1 18.4 21.7 
X-ray and other 0.4 4.9 6.0 7.0 59 49 
Subtotal 5.6 18.3 21.9 22.1 243 266 
Grenz and Thorium 0.4 0.8 2.1 2.8 22 17 
Radium 15 -0 02 0.02 0.2 02 
Total 7.5 19.1 24.02 24.92 26.7 285 


AS 
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TABLE 7 
= USE AND NON-USE OF IONIZING RADIATION 
es with 
S. Treated with I. R.* Poreentens of Times I. R. Customarily 
: Total Number Per Cent Not U: in Relation to Number Patient- 
E ioniz- Diagnoses Visits for Each Diagnosis (First Column) 
derme Acne (all types) 4,812 1,276 26.4 30.1 
Ecrematoid 1,904 817 42.9 $1.0 
in the Epithelioma 1,785 632 35.4 17.5 
ificant Wart 1,721 173 10.1 68.0 
Fungus 1,468 399 27.2 53.3 
meres Neurodermatitis 1,371 615 44.9 25.1 
umber Psoriasis 1,246 332 26.6 55.7 
shown Keratoses 1,237 33 2.7 87.9 
on Venenata, acute 1,177 206 17.5 62.9 
was Venenata, chronic 1,007 355 35.3 36.9 
om the Pyoderma 982 175 17.8 70.1 
ecogni- Seborrheic dermatitis 923 188 20.4 62.4 
fs Keloid 109 69 63.3 10.1 
is been Hemangioma 250 50 20.0 48.0 
r acne, Anogenital pruritus 130 70 53.8 20.0 
ised in Neurodermatitis (ano-genital) 242 129 53.3 14.9 
pata Atopic dermatitis 868 124 14.3 60.1 
ated. Dyshidrosis 298 116 38.9 28.5 
, of the Herpes Simplex 130 29 22.3 60.8 
total *Ionizing Radiation. 
a con- 
he pre- articles in the lay press and by periodic state- _all the patients with acne who might custom- 
nts in- ments of alarm and warning emanating from _arily have been treated with ionizing radia- 
tments, government commissions and other agencies, _ tion, its nonuse was due to apprehension in 
le other the public is confused. Individuals find it dif- only 3.9% of the cases, and this is close to the 
bon di- ficult to decide whom to believe. One of the highest degree of apprehension recorded 
n, and objects of this study was to record the fre- among the 12 most common diagnoses, name- 
red not quency of such apprehension expressed by the _ly 4.1% in the cases of pyoderma (exceeded, 
ses). patients of dermatologists. Rather surprising- among the less common diagnoses, only by 
ry non- ly, this did not amount to as much as some herpes simplex). Eczematoid dermatitis and 
ratoses, might expect (Table 7a). For example, among seborrheic dermatitis were next with 3.7%, 
derma- 
tis. All TABLE 
, partic. PERCENTAGE OF TIMES IONIZING RADIATION NOT USED BECAUSE PATIENT 
Rss AND/OR PARENT APPREHENSIVE, WHEN WOULD HAVE BEEN USED CUSTOMARILY 
ent. Twelve Most National Section 
; Common Diseases Total N. E. S.-S. E. M.W. Ss. W. WwW. 
‘pressed Acne (all types) 3.9 44 3.6 43 0.5 43 
g expo- Ecrematoid 3.7 2.0 6.5 3.6 8.3 1.6 
arly to Epithelioma 1.0 19 1.0 1.7 0.0 0.0 
1 physi Wart 0.8 1.8 0.0 0.0 43 0.0 
4 phy: Fungus Ll Ll 0.0 0.0 0.0 25 
matolo- Neurodermatitis, other 2.9 1.9 1.8 24 16.7 1.8 
h work- Psoriasis 12 1.1 0.0 2.4 0.0 0.0 
‘ ; Keratoses 1.0 0.0 0.0 0.0 0.0 6.5 
tion 0 Venenata, acute 1.7 0.7 0.0 74 12.6 2.1 
Venenata, chronic 2.1 0.9 0.0 3.0 0.0 43 
Pyoderma 4.1 5.2 7.0 5.9 0.0 0.0 
Seborrheic dermatitis 3.7 5.6 0.0 10.1 0.0 0.0 
‘ OF ALL Other Diseases Frequently Treated by I. R. 
Keloid 3.45 6.7 0.0 0.0 0.0 0.0 
Hemangioma 0.0 0.0 0.0 0.0 0.0 0.0 
Anogenital pruritus 3.0 0.0 0.0 0.0 25.1 0.0 
Neurodermatitis, ano-genital 138 5.6 0.0 0.0 0.0 0.0 
69 70+ Atopic dermatitis 0.0 0.0 0.0 0.0 0.0 0.0 
$4 21.7 Dyshidrosis 0.9 0.0 0.0 2.8 0.0 0.0 
59 | 49 Herpes Simplex 9.2 0.0 50.0 0.0 0.0 10.1 
43 266 Herpes Zoster 0.0 0.0 0.0 0.0 0.0 0.0 
22 Total—all 40 diagnoses* 2.4 2.5 2.6 2.7 1.7 2.1 
02 
* 28.5 *This includes 20 additional, less frequent, diagnoses not listed in this table. 
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then keloid with 3.5. In all other diagnoses, 
apprehension was negligible; zero, for exam- 
ple, in cases of hemangioma, atopic dermatitis, 
and herpes zoster. It appears that more appre- 
hension is encountered in cases where the 
prognosis is not serious (i.e., herpes simplex, 
acne, eczematoid dermatitis, pyoderma, ke- 
loid), whereas persons with a more serious 
diagnosis, such as epithelioma, are less appre- 
hensive about being treated with ionizing 
radiation. 


While there is a lack of significant variation 
regionally, apprehension generally does ap- 
pear to be slightly greater in the eastern areas, 
and in the Southwest in the case of three 
specific diagnoses. 


Conclusion 


Highlights from a nationwide survey and 
analysis of office dermatology have been pre- 
sented. Fifty board certified dermatologists, 
each devoting at least 75% of his time to pri- 
vate practice, cooperated in this endeavor. 
Each participant recorded information on 
every patient-visit during one full week, 4 
times during a calendar year. The results re- 
ported herein are taken from 27,000 such 
records, which provide data from a new cross 
section of the specialty and of the patient 
population. 

With respect to the patient load, physicians 
in the Northeast and in the South-Southeast, 
age 50 to 65, see more patients. Regionally, 
all of those in the Northeast and Southwest 
carry a smaller weekly load than do those in 
the rest of the country. 

The 10 most common diagnoses encoun- 
tered (nationally) were, in order of their fre- 
quency: acne, eczematoid dermatitis, epitheli- 
oma, wart, fungus infection, neurodermatitis, 
psoriasis, keratoses, and dermatitis venenata— 
acute and chronic types. 

Of the various primary services rendered by 
the participants, ionizing radiation was used 
in the treatment of 23.1% of all conditions. 
Generally speaking it was used less by the 
older physicians and, regionally, less in the 
Northeast and the West. Ultraviolet light, 
used in 13.3% of all patient-visits, was favored 
consistently by the younger physicians and 
regionally in the West. 

The 12 diagnoses most often treated with 
ionizing radiation were keloid, anogenital 
pruritus, neurodermatitis—anogenital, other 
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(localized) neurodermatitis, eczematoid derma- 
titis, dyshidrosis, epithelioma, chronic derma- 
titis venenata, fungal infections, psoriasis, 
acne (all types), and herpes zoster. Exposure 
to ionizing radiation increased gradually 
throughout the life span of the patients. The 
use of x-ray alone, as a primary therapeutic 
service, occurred more often in those patients 
over age 50, whereas it was usually supple- 
mented by another service in patients age 49 
and under. 

Expression of apprehension about being 
treated with ionizing radiation was not fre- 
quent in any part of the country; when en- 
countered, its frequency was inversely propor- 
tional to the seriousness of the diagnosis. 

While there are often wide differences of 
opinion concerning the indications for any 
therapeutic measure among physicians them- 
selves, the use of ionizing radiation is a more 
controversial subject than many others today. 
Among the participants in this study, its use 
ranges regionally from 18.7 to 26.5% of the 
total patient-visits (a national average of 
23.1%), but it is definitely a selective use. 
There is, furthermore, a rather consistent uni- 
formity of opinion as to the specific diagnoses 
for which it should be used. In general, the 
most consistent and effective limiting factor 
in the frequency of its use is the physicians’ 
adherence to established policies regarding 
proper indications. The number of these indi- 
cations continues to decrease steadily. The 
advent of antibiotics and of the corticosteroid 
drugs particularly has decreased the need for 
therapeutic ionizing radiation in dermatoses 
as compared with as recently as 10 years ago. 

Other studies, such as Alden’s,5 indicate a 
continuing effort on the part of dermatolo- 
gists to provide the most complete protection 
possible to the patient when ionizing radia- 
tion is being used. All of these facts support 
the conclusion that there is no threat to the 
public health by dermatologists, despite ap- 
prehensions voiced freely by some individuals. 
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wet Discussion (Abstract) 


Dr. Herbert Alden, Atlanta, Ga. This paper is the 
fruit of a task of monumental proportions undertaken 
by Dr. Welton on his own initiative, and at his own 
expense, and is an extension of a previous paper on 
x-ray therapy in the practice of dermatology which 
was read before this group in 1956. I applaud his 
vision and his efforts, as well as his clear and cool 
reporting of things, not as they seem to be, but as 
they are in the day by day practice of dermatology. 

I cannot come by any statistical knowledge that 
compares with this survey, but it is at the least heart- 
ening to be told that the good dermatologist in the 
“Barefoot South” (as a few of the wise men from the 
East are apt to imply) is performing his specialty with 
the same, and sometimes better circumspection as his 
colleagues in the other areas of the United States. 


Is it significant that of the twelve most common 
dermatoses seen and treated by all dermatologists in 
the U.S., we seldom demonstrate, or discuss their care 
in our yearly clinic sessions? Do we feel adequate to 
their care with the means at hand? Or, are we clinic- 
ally fatigued with the daily observation of these dis- 
eases? Since 20% of our practice is the adolescent and 
his acne (and this will increase by 10% in the 1960's), 
I hope this survey will stir up more effort to find 
better, more effective, and more acceptable treatment 
for this condition. With the discovery of griseofulvin 
as having an affinity for keratin, I would suggest there 
might be a search for a drug of a similar clearing 
nature that may soften, or otherwise effect the keratin 
plugging that occurs in acne. 

Now, to consider the use of ionizing radiation in 
dermatology which I presume is the kernel of this 
presentation. There has been a vast amount of irre- 
sponsible half-truths, side remarks, and plain lies is- 
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sued about the use of x-rays, and in such a meager 
amount of truth, that this factual report of its use by 
dermatologists comes as a fresh breeze on a warm sub- 
ject. There is no doubt but much apprehension has 
occurred among dermatologists about how frequently 
and how much “x-radiation” each of us uses on our 
patients. Much of this stems from such irresponsible 
statements as that of Chamberlain and other roentgen- 
ologists who lack knowledge and experience, as well as, 
good taste and judgment when they say, “X-rays 
should not be used for benign ills, as acne, warts, 
athlete’s foot, poison ivy, and similar skin infections,” 
and that “X-ray therapy should be given only by 
radiologists.” God help the suffering public if this ever 
happens. 

Dr. Welton’s statistics, which one cannot deny as 
having been accurately accumulated, show clearly that 
at the most the dermatologist uses x-ray on only a 
quarter of his patients, and that the use of x-ray is 
quite definitely selective and consistently uniform for 
specific diagnoses. Obviously we dermatologists do not 
fear the use of irradiation with the x-ray, but respect 
it, which is much more than can be said of our medi- 
cal colleagues in other fields. 

To find that we are using x-ray radiation for 25% 
of our patients is not the least depressing, but is on 
the contrary of satisfaction that it is not 10 to 20 times 
more. 

I am much amused by the seemingly tremendous 
concern about the slight hereditary injury to our 
breeding stock by the medical use of x-rays, when a 
large proportion of epileptics, mental defectives, and 
insane are allowed to go ahead and have all the chil- 
dren they like. While the geneticists have done a good 
thing in calling attention to the dangers of irradiation 
to future generations, if they pursued an educational 
program with equal spectacular vigor in other fields 
they could accomplish even more. 

It is the physician’s responsibility, indeed his pre- 
rogative, to use judgment in the application of a haz- 
ardous procedure. No one else should have this privi- 
lege. Therefore, any practitioner who uses x-ray with 
the skill and judgment as is shown in Dr. Welton’s 
analysis of dermatologic practice should not feel un- 
easy about its use. The dermatologist who uses com- 
mon sense should view the current lay and scientific 
alarm about irradiation dangers in its proper perspec- 
tive, and those of us who work with irradiation every 
day, and accept its occupational risks, should not fear 
x-ray radiation, but should deeply respect it. 
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IN ATTEMPTING TO DEVELOP a program of 
effective drug therapy for the control of 
hypertensive vascular disease, various agents 
with ganglionic blocking properties have been 
produced and tested. This report summarizes 
our experience with such a recently developed 
compound, trimethidinium methosulfate,**1* 
in which the clinical usefulness and effective- 
ness of the drug was tested in a series of 
ambulatory patients attending a low-cost out- 
patient department. The major economic 
and social characteristics of these patients are 
those of the low income, rural, and of limited 
educated level. Such a patient substrate de- 
mands of a therapeutic agent a wide latitude 
between effectiveness and toxicity. Initial 
studies with trimethidinium methosulfate in 
other laboratories suggested that decreased 
gastrointestinal motility was not a compli- 
cating feature of this blocking agent thereby 
reducing the likelihood of intoxication.15 In 
addition, marked postural hypotension had 
not been encountered frequently which 
further made the agent a potentially useful 
compound in the treatment of ambulatory 
patients. Accordingly a group of hypertensive 
patients were placed on trimethidinium 
methosulfate and the purpose of this report 
is to indicate the effectiveness of this agent 
and some of its limitations during the treat- 
ment of this group. 


*This work was supported in by a grant from Wyeth 
Laboratories and by a research grant—H-1217—from the 
National Heart Institute, Public Health Service. 

From the Department of Medicine, Duke University Medi- 
cal Center, Dur! » N. C. 


**Trimethidinium methosulfate was kindly furnished by 
> Robert S. Warner of the Wyeth Laboratories, Inc., Radnor, 
‘a. 


The Treatment of Hypertension with 
Trimethidintum Methosulfate in an 
Outpatient Clinic Group* 


HENRY T. PERKINS, JR., M.D., MORTON D. BOGDONOFF, M.D., and 
MARCIA C. BLACK, R.N.,t Durham, N. C. 


A new ganglionic blocking agent has had a limited trial in a group of ambulant 
patients. It appears to be successful in lowering the level of the blood 
pressure with a minimum of untoward side-effects. 


Method 


The course of a group of patients with 
marked and persistent hypertension was fol- 
lowed in the Duke Medical Outpatient Clinic. 
In addition to the routine complete blood 
count and urinalysis, a pre-treatment evalu- 
ation was performed, which included meth- 
anesulfonate (Regitine) or histamine tests, 
serum electrolyte studies, chest x-ray, intra- 
venous pyelography, twelve-lead electrocardia- 
gram, a 2 hour P.S.P. excretion test, and in 
some patients, a test with tetraethylammoni- 
um chloride (TEAC.), Blood pressures were 
recorded under uniform conditions by having 
the patient first rest in a quiet room for 15 
minutes: or more. The blood pressure was 
measured with the patient in lying, sitting 
and standing positions. Two standing 
pressures were recorded, one immediately 
after arising from the supine position and a 
second after the patient had stood for 3 to 
5 minutes. After a baseline of pressures was 
obtained over a period of several visits and 
it was apparent that the hypertension was 
fixed, the patients were treated with ti- 
methidinium methosulfate, usually in doses 
of 40 mg. daily in 2 or 3 divided doses. The 
dose was usually increased by 20 mg. or more, 
depending on specific circumstances, on suc- 
ceeding visits until the desired blood pressure 
(150/90 was considered optimal) was ap- 
proximated or until undesirable side effects 
limited further increase in dosage. The 
patients were divided into two groups: those 
who were on no medication at the time of 
institution of the drug treatment and those 
who were taking various other antihyper- 
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tensive agents at the start but whose blood 
ures remained uncontrolled. Those 
taking only trimethidinium methosulfate 
were continued on that drug alone until 
either a desirable blood pressure was pro- 
duced or until disagreeable side effects be- 
came prominent, at which point either reser- 
pine or chlorothiazide was added to the 
regimen and the patient's course followed. 
On each visit, a notation was made as to 
the time interval between the last dose of 
trimethidinium and the time the pressure was 
being recorded. Pressures were usually re- 
corded from 1 to 8 hours following the 
previous dose and varied in random fashion 
in a given patient. Three of the patients 
were able to record their own blood pressures 
regularly at home. The home pressures were 
comparable to those obtained on clinic visits. 
Follow-up visits to the clinic were en- 
couraged as often as feasible and these were 
usually on the order of weekly to biweekly 
visits throughout the study in most of the 
cases. Missed appointments were recognized 
by the prompt rescheduling of another ap- 
pointment by mail. The dosage and mode of 
administration of drugs was discussed with 
each patient not only by the doctor but also 
by the attending nurse at each return visit. 


Pharmacology 


Trimethidinium methosulfate is an asym- 
metric bisquaternary amine. It has been 
found to have ganglionic blocking activity of 
prolonged duration (8 to 12 hours), and little 
or no central hypotensive effect. Only 50% 
of the dose is absorbed from the gastrointesti- 
nal tract, and the most marked effects are ob- 
tained when it is administered in the fasting 
state. The pathways of metabolism and 
excretion have not been worked out for the 
agent. 


Results 


Thirty-five ambulatory patients were in- 
itially evaluated and begun on treatment. 
Of these 35 patients, 12 were dropped from 
the study because therapy was followed only 
inconsistently during the initial weeks of 
management. Of the 23 remaining patients 
who were included in the long-term program 
on trimethidinium, one was discontinued 
when paralytic ileus, simulating an acute 
abdomen, resulted from an accidental over- 
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dosage of the drug. This patient did not ap- 
pear to understand the intent of the treat- 
ment and adequate home supervision was not 
available. Accordingly, the medication was 
not begun again after the acute ileus had sub- 
sided. Three other patients with severe hyper- 
tension (diastolic pressure exceeding 120 mm. 
of mercury) responded well to treatment 
(mean fall of 50 mm. Hg. systolic, 25 mm. 
Hg. diastolic), but the infrequent character 
of the follow-up visits, due to the distance of 
travel to return to Duke Hospital, has led to 
inconstant dosage and supervision by our 
clinic. The remaining 19 patients, therefore, 
represent the core group of this report and 
have been followed an average of 15 months 
in the outpatient clinic. The duration of 
treatment with trimethidinium averaged six 
and a half months (range: 2 to 10 months). 
The diagnosis in 18 cases was essential 
hypertension; in one case chronic pyelone- 
phritis was thought to be present. All but 
one of the patients in this group are Negroes. 


Mean Pressure Changes 


Fourteen of the 19 patients had not had 
any previous treatment at the time trimeth- 
idinium was instituted. Table 1 lists the 
blood pressure levels for both the recumbent 
and standing positions prior to treatment, 
and then on the various treatment programs 
for these patients. Table 2 lists the mean 
decrease in systolic and diastolic pressure for 
this group of patients. Statistically analysis 
of the data indicates that the mean pressure 
changes in this group were significant at the 
0.01 level when no other medication was 
added. However, although the decrement in 
blood pressure readings fell significantly, the 
total magnitude of the decrease in all but two 
of this group of patients was thought to be 
inadequate and that a further approximation 
to the “normal” levels of blood pressure was 
indicated. Accordingly, in 12 individuals of 
this group of previously untreated patients, 
additional medication was prescribed. Tables 
1 and 2 also list the levels of the blood 
pressure obtained and the mean decrease on 
the additonal treatment programs. 

In the 7 cases where reserpine was given in 
addition to trimethidinium, the mean dia- 
stolic blood pressure decreased 9 mm. of 
mercury further, recumbent, and 16 mm. of 
mercury, standing. The addition of chloro- 
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TABLE 1 
MEAN BLOOD PRESSURE READINGS IN A SERIES OF 14 PATIENTS PREVIOUSLY UNTREATED 


Group I 
Patient Trimethidinium Trimethidinium ny Menthe 
Age, Sex, Untreated Trimethidinium and Reserpine and Chlorothiazide and Chlorothiazide on 
Race Lying-Standing Lying-Standing Lying-Standing Lying-Standing Lying-Standing Therapy 
M. T. 225 195 179 158 4 
28 FN 160 
N. W. 174 169 133 129 
32 FN 4 
R. M. 260 245 185 179 161 151 
A.B. 187 186 173 155 152 114 7 
51 FN 7 
j. U. 180 185 167 168 148 141 
J. S. 221 222 207 176 188 161 
47 FN m6 96 103 3 
M. J. 235 223 192 188 174 168 
61 FN 130 108 4 
E.L. 190 174 177 168 173 162 
N.B. 175 174 153 160 154 160 133 139 
j.L. 165 168 133 141 147 145 5 
B. W. 179 193 189 187 153 147 7 
35 FN 14 “91 108 
LP. 207 210 203 182 168 159 143 111 8 
G. S. 197 205 179 190 177 186 154 144 6 
c.s. 245 245 247 206 227 169 210 151 5 
55 MN 7% M2 136 185 108 126100 


thiazide or hydrochlorothiazide further low- 
ered the mean diastolic blood pressure by 9 
mm. of mercury, recumbent, and 13 mm. of 
mercury, standing, in the 9 instances where it 
was used. It was evident that either the use 
of reserpine or chlorothiazide seemed to 
potentiate the action of trimethidinium. 
Five patients were taking various anti- 
hypertensive medications without adequate 
control at the time trimethidinium was 
instituted. These medications included reser- 
pine, chlorothiazide, hydrochlorothiazide and 
other agents (Table 3). The addition of 
trimethidinium to the regimen produced a 
significant further decrease in diastolic blood 


pressure in each case followed. A moderate 
dose of trimethidinium was given and either 
reserpine or chlorothiazide or both were con- 
tinued. The mean systolic fall was 20 mm. of 
mercury, recumbent, and 36 mm. of mercury, 
standing. When compared with previous 
blood pressures, the diastolic drop averaged 
17 mm. of mercury, recumbent, and 15 mm. 
of mercury, standing. 


Dosage Schedule 


The mean dose of trimethidinium used in 
the 19 patients was 110 mg. per day, usually 
divided into 3 doses. The dose range varied 
from 40 to 300 mg. The patients were in- 
structed to take the drug on an empty stom- 
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TABLE 2 


MEAN DECREASE IN BLOOD PRESSURE ON 
TRIMETHIDINIUM ALONE AND WITH ADJUNCTS 


Mean Systolic Mean Systolic 
Decrease Decrease 


Mean — Mean Diastolic 
Number of (Lyi (Standing) 
‘um 
Medication Patients (mm. me) (mm. Hg.) 
Trimethidini 
jum 
alone 14 15 
Reserpine added 7 14 20 
to — 
Trimethidinium 9 16 
Chlorothiazide added 
to 5 16 21 
(a) Trimethidinium — 
alone 12 15 
(b) Trimethidinium 4 22 $2 
7 12 
Trimethidinium added 
to prior medication 5 20 36 
reserpine, chloro- 
17 15 


mean decrements in blood pressure are significant at the 
O1 level.) 


ach. A convenient schedule for the patient 
to follow included doses on awakening in the 
morning before breakfast, 2 hours after lunch, 
and at bedtime. The usual pattern of dosage 
administration was to begin the patient on 
20 mg. twice daily, and then gradually to in- 
crease the level by first increasing the number 
of doses and then the amount at each dosage 
time. The blood pressure measured in the 
clinic was the determinant of the dosage pro- 
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gram to be maintained. It was found that if 
a patient’s blood pressure began to rise while 
on a given dosage level, a further increase 
could be made of the magnitude of 10 to 20 
mg. per day. Significant changes in blood 
pressure could be accomplished within 2 to 
3 weeks when a program of flexibility and 
frequent follow-up was accomplished. 
‘Side Effects 

The most common complaint was transient 
dizziness and blurring of vision. It was ob- 
served that pilocarpine, 5 to 10 mg. by mouth, 
taken with the morning and afternoon dose 
usually alleviated the blurred vision. Postural 
dizziness often subsided with time even though 
the dose was maintained and the fall in blood 
pressure sustained. Occasionally when postural 
symptoms were marked a reduction in dose of 
5 to 10 mg. per day would suffice to eliminate 
the symptoms. Postural symptoms, however, 
were not common, and this would seem to 
be related to the observation that there was 
but a minimal postural fall in blood pressure 
in most of the patients (see Tables 1 and 3). 
In the two patients whose blood pressure and 
advancing retinopathy responded adequately 
to trimethidinium alone, there was no postural 
hypotension. This observation agreed with 
the experience of Dunamore and associates,® 
who also noted an absence of postural hypo- 


tensive changes. 


TABLE 3 


MEAN BLOOD PRESSURE READINGS IN A SERIES OF 5 PATIENTS 
UNDER TREATMENT WHEN TRIMETHIDINIUM ADMINISTERED 


Group II 


Prior Treatment 
Reserpine Trimethidinium Months on 
No Treatment Reserpine Other Programs 
Race Lying-Standing Lying-Standing Lying-Standing Lying-Standing 

E.C. a) 207 180 167 

51 FN "106 5 
M.G. 252 243 202 203 190 175 2 

47 FN 137046 08 

F.B. 215 215 235 196 191 147 : 

LL 199 198 185 170 2 

251 260 228 226(2) 198 196 


(1) When the ; gations initially was presented to Duke Hospital, 


values are ie 
(2) » Chlorothiazide, hydralazine, mecamylamine. 


treatment had been instituted; therefore, no nontreatment 
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As noted previously, one episode of para- 
lytic ileus simulating an acute abdomen sud- 
denly occurred in one patient on a dose of 
300 mg. per day. The patient took all 300 
mg. at one dose and the episode occurred at 
that time. The symptoms subsided within 6 
hours on bedrest. Another patient who was 
on the level of 300 mg. per day experienced 
only mild constipation. It was the general 
impression in this group that constipation was 
a rare problem and most easily corrected by 
a milk laxative (milk of magnesia, cascara). 


Clinical Course 


This group of 19 patients did demonstrate 
several clinical features of tissue changes con- 
sequent to the hypertensive process. These 
included the following: (1) on initial exami- 
nation of the retinal vessels in all cases there 
was definite evidence of anteriolar involve- 
ment (grades 2 and 3 on the Keith-Wagener 
scale), in 4 cases fresh retinal hemorrhages 
were noted at the very onset of treatment; (2) 
10 patients had definite cardiac alterations 
as demonstrated by ausculation, electrocardio- 
graphic signs of left ventricular hypertrophy 
and ischemia, and x-ray evidence of left ven- 
tricular enlargement; of this group there were 
several episodes characteristic of congestive 
heart failure; (3) one patient had had a his- 
tory of a cerebral thrombosis earlier in the 
course of the illness; (4) renal insufficiency 
was present in 4 cases as evidenced by mild 
azotemia (N.P.N. = 30 to 45 mg. per 100 cc.). 

The sequence of change that occurred dur- 
ing treatment was as follows: (1) no new epi- 
sodes of retinal hemorrhage were noted to 
occur; (2) in the 4 patients who seemed to 
be in an “active” vascular phase at the onset, 
the retinal hemorrhages resolved, and the 
fundi reverted to a class 2 category; (3) marked 
focal retinal spasm in one other patient dis- 
appeared during the treatment phase; (4) 
there were no episodes of congestive heart 
failure and in several patients there was loss 
of edema fluid; those patients who were on 
digitalis at the onset of treatment were con- 
tinued at the same dosage levels throughout 
the study; (5) there were no increases in level 
of the blood N.P.N. 


Follow-up Technic 


As mentioned in the introductory para- 
graph, the group of patients followed in this 
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series represents a segment of the population 
which is classified as the medically indigent. 
These patients were usually unable to afford 
private care, had little or no formal education 
and usually found it necessary to travel some 
distance to attend the clinic. Many of these 
patients had had previous care in the out- 
patient department which was characterized 
by a frequent change of the attending phy- 
sician. To establish a more meaningful rela- 
tionship through the care unit, it was thought 
necessary to have not only the attending 
physician remain the same but to have a nurse 
who would participate directly in the treat- 
ment program. This nurse acted in a way 
quite comparable to the role of the nurse in 
a private physician’s office, and she both re- 
ceived and attended to the disposition of each 
patient at each visit. She also often dispensed 
the medication from the supply specifically 
made available to this group. It has been our 
impression that the nurse has provided a sus- 
taining factor in maintaining the rigorous 
follow-up in the 19 patients reported. The 
evidence for this view resides in the fact that 
the patients often wrote directly to the nurse 
about changes in appointment, that they ac- 
cepted willingly her having seen them briefly 
if the physician was unavailable on certain 
return visits, and by the fact that since the 
physician has left the residency staff, the pa- 
tients often consider the program as being the 
same since the nurse is still working in the 
outpatient department. 


Summary 


1. Nineteen patients with hypertensive vas- 
cular disease have been followed in the out- 
patient department for an average of six 
and a half months while being treated with 
trimethidinium methosulfate, a newly-pre- 
pared ganglionic blocking agent. 

2. Significant decrements in blood pressure 
were obtained in all patients. 

3. In 17 of the 19 cases trimethidinium, 
when administered in combination with other 
medications (reserpine, chlorothiazide), was 
found to bring about an even more significant 
decrease in blood pressure. 

4. Side effects were minimal; in only one 
case did over-dosage obviate further use of the 
medication. 


2 
une 
( 
ie 
= 


v 1960 VOLUME 53 TRIMETHIDINIUM METHOSULFATE IN HYPERTENSION—Perkins et al. 
ation 5. The progressive nature of the vascular References 
gent. isease appeared to be interrupted in several 1. Bilecki, G.: Treatment of Chronic H 
ifford P I f New Orally Active y* Bi 
; of the patients. In no instance was urther N-(crimethyeammonium propyl) N-methyl-camphidinium- 
ation progression and accentuation of the retinal, 
some 2. K K., Liebeskind, H., » Ws 
renal or complications of hypertensive Treats “with Gang 
rized 6. The osage level averaged 100 mg. per 
phy. day with a range of 40 to 300 mg. within the ees oe Compound-Camphidonium, Medizinische Klin. 
4 4. Klupp, H.: Pharmacologic Investigation of a New Long- 
= int f th in th Acting) Ganglionic ne 
ought - The integral role of the nume in the dimethyl-sulfate (HA 106), Drug Res. 7:128, 1957. 
n management of the patients was believed to 5. O'Malley, W. E., Haemmerli, G. W., Rice, L. M., and 
rs a Geschicter, C. F.: Studies on the Antihypertensive Action 
nurse be an important and responsible factor for of | N-di- -methyl-8, 190), 
jicyclo :1) octane dimethochloride ‘Wy- 
treat- the successful maintenance of treatment in Submiteed to: J. Am. Pharm, A. (Scions. Bd), printed 
Way a population group which usually does not references, Wy-1 
se in consistently follow such a detailed treatment Mw and. Warner, Treatment of Ambulatory 
th re- program. Amy. M. Sc. 236:488, 1958. 
ensed 
ically 
nh our 
a Sus- 
orous 
The On The Symptoms Which Indicate the Approaching Eruption of the 
; that Small-Pox and Measles 
nurse The eruption of the Small-Pox is preceded by a continued fever, pain in the back, 
y ac- itching in the nose, and terrors in sleep. These are the more peculiar symptoms of its 
riefly approach, especially a pain in the back, with fever; then also a pricking which the 
‘. patient feels all over his body; a fullness of the face, which at times goes and comes; 
rtain an inflamed colour, and vehement redness in both of the cheeks; a redness of both of 
e the the eyes; a heaviness of the whole body; a great uneasinss, the symptoms of which are 
€ pa- stretching and yawning; a pain in the throat and chest, with a slight difficulty in 
the breathing, and cough; a dryness of the mouth, thick spittle, and hoarseness of the 
cf voice; pain and heaviness of the head; inquietude, distress of mind, nausea, and 
1 the anxiety; (with this difference, that the inquietude, nausea, and anxiety are more fre- 
quent in the Measles than in the Small-Pox; while, on the other hand, the pain in 
the back is more peculiar to the Small-Pox than to the Measles;) heat of the whole 
body, an inflamed colour, and shining redness, and especially an intense redness of 
the gums. 
 Vas- When, therefore, you see these symptoms, or some of the worst of them, (such as 
; Out- the pain of the back, and the terrors in sleep, with the continued fever,) then you 
f six may be assured that the eruption of one or other of these diseases in the patient is 
ith nigh at hand; except that there is not in the Measles so much pain of the back as in 
= the Small-Pox; nor in the Small-Pox so much anxiety and nausea as in the Measles, 
y-pre- unless the Small-Pox be of a bad sort; and this shows that the Measles come from a 
very bilious blood. 
ssure With respect to the safer kind of the Small-Pox, in this it is the quantity of the 
blood that is hurtful rather than its bad quality; and hence arises the pain of the 
back, from the distension of the large vein and artery which are situated by the 
‘ium, vertebrae of the spine. 
other —From A Treatise on the Small-Pox and Measles, by Rhazes (860-932). Translated 
was from the Arabic by W. A. Greenhill for the Sydenham Society, 1848. 
icant 
one 
f the 


Sources of Cephalalgia and Atypical 


Facial Pain: 


WALTER O. KLINGMAN, M.D.,t Galveston, Tex. 


The author minimizes what is known relative to the causes 


of neuralgia referred to the head and face. 


THE EXACT NATURE Of typical or atypical facial 
and head pain still evades explanations that 
are accepted by all interested in the problem. 
Unless facial pain conforms to rigid require- 
ments for true trigeminal neuralgia or tic 
douloureux, in which either injections of al- 
cohol, surgical section or decompression of the 
trigeminal sensory root can be offered, little 
other than trial and error methods of therapy 
can be suggested. Other exceptions are pain 
definitely localized in the distribution of nerve 
roots of the head other than those which in- 
volve the major trigeminal distribution, and 
for which injection of alcohol or section of 
the nerve can be proposed. Another, but 
rather uncommonly encountered exception, 
is the pain of temporal arteritis where the 
diagnosis and surgical relief is accomplished 
very readily. Even though these procedures 
are means of relieving the individual they 
still do not shed much light upon the etiology 
of the pain. However, from some of the pro- 
cedures used have arisen provocative thought 
in relation to etiology and we will refer to 
them later. 


Diagnosis 

It need not be emphasized that in all or 
in any type of facial and head pain careful 
and exact evaluation must be made of the 
problem. All too often the intensity, severity 
and localization of the complaint makes a 
diagnosis obvious, but it also tends to distract 
the examiner from the need of exacting and 
discriminating evaluation. Both typical as well 
as atypical facial and head pains may have 
similarities in having trigger points. How- 
ever, there are usually differences in this re- 


*Read before the Section on af and Psychiatry, 
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spect in that with atypical facial neuralgia 
these trigger points conform more to the dis- 
tribution of the vasculature about the face 
and head, whereas in tic douloureux the trig- 
ger points are found along the peripheral dis- 
tribution of the cutaneous supply of nerves. 
In evaluating painful head afflictions, 
whether paroxysmal or not, one cannot over- 
look a careful search for primary causes for 
pain. Surgical section does not always relieve 
the individual who may satisfy the criteria 
for typical trigeminal neuralgia. Primary 
tumors of the fifth nerve, the gasserian 
ganglion itself, or space occupying lesions in 
adjacent areas in the middle and posterior 
cranial fossa, lesions in the cerebellopontine 
angle, aneurysm of the internal carotid artery 
or vascular anomaly along the route of the 
fifth nerve or of the gasserian ganglion area 
must be considered. Intramedullary lesions in 
the pons, brain stem, medulla or upper cer- 
vical cord may give rise to pain in the tri- 
geminal distribution and may occur from neo- 
plasm, multiple sclerosis or as secondary 
changes due to vascular disease, particularly 
in the aging individual. Facial pain has also 
been found in association with thrombosis 
of vessels at the base of the brain particularly 
of the posterior inferior cerebellar artery. Se- 
vere unilateral bouts may be preliminary 
symptoms of a distending and eventual rup- 
ture of an aneurysm of the basilar system. 
In addition, any evidences of other factors 
such as inflammatory lesions of the meninges 
must be kept in mind. We recently saw a 
middle-aged woman who had had twelve epi- 
sodes of meningitis following a skull fracture 
years ago which had involved the cribriform 
plate, and in whom the presenting symptom 
and complaint invariably was that of intense 
head pain in paroxysms in the frontal region 
of the involved side. Infections and inflam- 
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matory processes, or defects of neighboring 
cranial bone or sinuses may provoke pain in 
the sensory supply. Congenital or post-trau- 
matic defects, particularly following cranio- 
facial crush injuries and fractures may lead 
to resistant facial pain. Trauma to the head 
over the larger sensory supply to the scalp 
may lead to pain in the area which often 
lingers long after the superficial scalp injury, 
with or without hematoma, has disappeared 
or been healed. 

Careful inspection and, if in doubt, digital 
palpation of the pharynx and nasopharynx 
should be done in order not to overlook the 
possibility of lymphepithelioma. In recent 
years this condition has been shown to be 
present even without tumescence, but where 
a willing otolaryngologist, by way of proof, 
has removed pharyngeal tissue purely for 
biopsy study. Proper x-ray elucidation of the 
base of the cranium for detection of bony 
defects, particularly about the foramina or 
exit of the sensory divisions of the cranial 
nerves, should be routine as well as careful 
inspection of skull films for evidence of 
changes in the middle or posterior fossa or 
for changes about the sella turcica and the 
bony orbit. Radiologic studies should be 
made, when indicated, of the temporoman- 
dibular joints for evidence of disease or asym- 
metry of the joint. 

The matter of referred pain from neck 
structures, from the foramina of the cervical 
spinal roots, showing encroachment upon 
them by osteoarthritis or osteophytic produc- 
tion in the upper cervical spine, or evidence 
of fusion of these vertebrae, or narrowing 
of any of the vertebral bodies of this region 
should not be overlooked. A history of a 
whiplash injury without any displacements 
in the cervical spine existing at the time may 
account for pain referred to the neck as well 
as to the occipital cranial areas by the past 
nerve injury. Referred pain to the head from 
even more remotely located structures may 
occur, and we have in mind a number of 
patients with the complaint of pain in the 
temporal fossa by whom, in the course of ob- 
taining the history, it was mentioned rather 
casually that there were typical ulcer symp- 
toms. The ulcers were demonstrated later as 
being quite active; with appropriate control 
of the ulcer, there was relief of the head pain 
with its disappearance in the region just above 


SOURCES OF CEPHALALGIA AND ATYPICAL FACIAL PAIN—Klingman 231 


the malar eminence, an area commonly asso- 
ciated with pain arising from temporal ar- 
teritis. 

Etiology 

Even though there seemingly is no known 
cause for the majority of facial and head 
pains, rather recent developments have of- 
fered some clues which may eventually per- 
mit one to evaluate a complex diagnostic 
problem more accurately. Perhaps one of the 
glaring faults responsible for promoting the 
impression that there is little evidence for a 
cause is that the individual with facial or 
head pain escapes the exact fact finding, care- 
ful examination and additional research in- 
dicated because of this quite localized com- 
plaint. 

In this respect, attention has been directed 
to something known for years, namely, that 
herpes simplex is not an uncommon post- 
operative development in surgical procedures 
involving the fifth nerve. Identification of 
the presence of the virus of herpes simplex 
from the perineural fluid at the time of opera- 
tion, and identification of this virus being 
present in herpes simplex following operation, 
or appearing spontaneously raise hope that 
adequate viral studies will be made with the 
help of laboratory studies in cases of facial 
and head neuralgias. Commonly overlooked 
and not appreciated by most examiners is 
that with magnification in examination of 
the skin in the cutaneous sensory distribution, 
one may actually demonstrate the presence 
of tiny vesicles in these neuralgias. These 
often do not proceed beyond the production 
of vesicles. Also frequently overlooked is the 
fact that the patient has herpetic lesions on 
the buccal mucosa. This is often noted and 
commented upon by the patient since he is 
unable to explain why there are recurring 
episodes of so-called “canker sores” in the 
mouth. Most students of these neuralgias are 
under the impression that neuralgia often 
follows dental sepsis or extraction of teeth, 
frequently with low grade alveolar infection. 
This may be one portal of entry for the virus 
of herpes simplex which may be latent, in a 
sense, and become more florid after an opera- 
tive procedure. Therefore one is hopeful that 
an effective agent or method of therapy will 
be developed to control such viral infections. 
One such agent, protamide, used for relief of 
pain in tabetic crises, herpes zoster and in 
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facial neuralgias has recently been reported as 
having antiviral properties and may explain 
its effectiveness in certain cases. 


Treatment 


Another clue offered has come about by 
application of several therapeutic agents 
which are helpful in the control of migraine 
and Meniere’s disease. The assumption in 
this instance is based upon many similarities 
that exist between these conditions and facial 
and head neuralgias. In the picture of mi- 
graine and Meniere’s disease are very strong 
suggestions of paroxysmal vascular deficits 
which provide the mechanism for these 2 dis- 
eases. The other similarity applies to the 
general characteristics of the personality of 
the individuals who have these afflictions and 
in whom the situation is really a psychophysio- 
logic disturbance of temporary or transient 
nature. In migraine, as in other cephalalgias, 
the vascular supply has been assumed by most 
to be the offending mechanism, and for some 
time we have applied similar principles in 
treating facial and head neuralgias. In our 
observations we have often noted that the 
facial or head pain is promptly relieved in 
any of the types of neuralgia by one of several 
programs of therapy. By way of trial to sup- 
port this thought we have used a sublingual 
form of ergotamine tartrate,* which dissolves 
and is absorbed in about 30 seconds, often 
with prompt relief or reduction of pain in- 
tensity. It has been most effective in the 
frontal cephalalgia of the individual beyond 
middle age whose attacks appear shortly after 
falling asleep at night and has associated signs 
and symptoms similar to that of so-called his- 
tamine cephalalgia. 

In the event this abortive treatment suc- 
ceeds, we administer a form of long acting 
preparation containing nicotinic acid (500 
mg.).** This is continued for months, and if 
episodes of pain appear, resort is again taken 
in the abortive, sublingual ergotamine tar- 
trate made up by Nordmark. The sustained 
acting nicotinic preparation is given 3 times 
daily spaced either after meals or every 8 
hours. 


If this program has not been of benefit, we 
have used another which we have found to 


*The sublingual form of ergotamine tartrate was provided 
by Nordmark and is available as Ergomar. 

original intent for its use as a cholesterol blocking agent. 
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be very helpful in migraine and Meniere's 
disease, the use of one of the Rauwolfia 
group. We have used reserpine (Serpasil), or 
Rauwolfia or its alkaloids (Rauwiloid, Rav- 
dixin) either in divided doses or given as one 
large dose once daily. It is our impression 
that we may have, in these preparations, 
agents useful for a number of their effects, 
One is that we hope it may be helpful in 
regulating a localized circulatory disturbance 
responsible for the mechanism of pain. The 
other is a seemingly analgesic property since 
we have used these preparations in the con- 
trol of pain in metastatic malignant disease 
where the patient has already become de- 
pendent upon narcotics. Third, there is a 
moderate helpful tranquilizing effect, an aid 
in psychotherapy. In migraine it aids in over- 
coming some of the personality characteristics 
common to the disorder and in developing 
insight regarding these characteristics, and 
learning to cope with the usual numerous 
trivial worries and anticipations of things 
that never happen. Many of these persons 
have reported that these drugs have permitted 
them to cope with their former numerous 
concerns, and that matters which were of con- 
sequence to them formerly did not trouble 
them now. With such results the patient is 
eventually instructed to gradually reduce and 
to discontinue all therapy. Surprisingly, many 
are rather loathe to do so and prefer to re- 
main on the therapeutic program to insure 
themselves against a recurrence of symptoms. 
In many hundreds of patients in whom we 
have used Rauwolfia preparations we have 
had only one normotensive blood pressure 
altered with the production of mild hypostatic 
symptoms and only two patients in whom 
an element of depression developed, one of 
these had had such tendencies previously 
whereas the other had not. One of these indi- 
viduals also developed impotence but sexual 
function was restored in a relatively short 
period after discontinuing the medication. In- 
cidental observations made on patients while 
under therapy have been the associated disap- 
pearance of neurodermatitis and mucous co- 
litis in individuals in whom these conditions 
had resisted many forms of therapy including 
psychotherapy. 

Relative to the question of the role vascular 
causes may play in the painful afflictions of 
the head, it is of interest that in reporting 
the beneficial results from decompression of 
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the fifth nerve, no mention is made that such 
decompression might also relieve constriction 
of the vascular supply. 

As mentioned previously, the examiner is 
very apt to be distracted by the rather lo- 
calized complaint in the facial and head 
neuralgias, and to overlook the presence or 
absence of factors of vasomotor origin and 
in the sympathetic nervous system. Attention 
is usually focused upon the presence or ab- 
sence of lacrimation, scleral congestion or 
hyperemia of the face, if a so-called histamine 
cephalalgia is suspected or is evident. Yet in 
the use of histamine therapeutically, it is 
surprising how few who prescribe it know it 
is beneficial because it provides a capillary 
circulatory factor in which the individual's 
body tissues may be unable to supply amounts 
needed for balancing circulatory regulation, 
particularly during periods or situations of 
fatigue or stress. 

To return to the examination of the pa- 
tient, it should be pointed out that employ- 
ing the carotid sinus reflex or stimulation 
may be a helpful maneuver in demonstrating 
an imbalance in function, of the autonomic 
nervous system. In evoking the reflex one 
frequently notes reflex pupillary dilatation 
beyond the normal degree and persistence of 
this dilatation for a much longer interval on 
the involved side. It is also of note that com- 
pression of the external carotid to a moderate 
degree will often reduce the intensity of 
atypical facial neuralgia. The sympathetic 
supply may serve to mediate pain as, for ex- 
ample, in causalgia and in thrombophlebitis, 
and possibly also in angina pectoris. Although 
the mechanism is not well understood, reports 
of relief of angina pectoris by the use of 
iproniazid (Marsilid) are increasing, and we 
presently are placing it on trial for relief of 
the neuralgias. 

Another rather recent concept regarding 
the origin of head and facial neuralgias 
has been offered in Germany in that the 
paroxysms of pain may represent focal sensory 
seizures. These probably originate in deep- 
seated focal lesions, or have an origin in the 
thalamic area for facial representation of pain 
since the electroencephalographic findings are 
not indicative of focal lesions of the sensory 
cortex. For that reason a therapeutic trial is 
presently being made with anticonvulsant 
drugs, particularly of the hydantoin group. 
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We can report several instances wherein ad- 
ministration of the medication has coincided 
with cessation of the paroxysms of pain. 

One must fully realize that evaluation of 
any therapeutic procedure, other than by sur- 
gical means, is difficult to evaluate in facial 
and head neuralgia because the natural his- 
tory of these afflictions shows a great possi- 
bility of the occurrence of spontaneous re- 
missions. 

One should also not conclude a discussion 
of these problems without the recognition that 
in many individuals the painful affliction is 
a somatization reaction whereby the neurotic 
manifestation is expressed in disturbed func- 
tion. It has been our impression that in this 
respect the complaint is symptomatic of a 
basic depressive reaction. 


Conclusion 


I wish to state that although there are still 
unknown facts and unsolved answers to the 
general group of facial and head neuralgias, 
clues have been offered that need additional 
pursuit. Some of these clues hold consider- 
able hope of help for the afflicted individual 
other than a surgical procedure for a limited 
or restricted portion of the neuralgias. The 
question of whether facial neuralgia differs 
from atypical neuralgia is a difficult one for 
debate, since both groups have many simi- 
larities but may differ in intensity or dis- 
tribution of pain. Complement fixation and 
antibody studies, specific therapeutic tests and 
other observations may make the differentia- 
tion more understandable to the physician in 
dealing with the complex problem as it exists 
at present. 


Discussion (Abstract) 


Dr. J. Garber Galbraith, Birmingham, Ala. This is 
a difficult and challenging subject, presenting many 
facets for consideration. Dr. Klingman has given an 
excellent resumé of the varied etiology and differential 
diagnostic considerations, From a surgical standpoint, 
it is important to consider such obscure causes of 
head and face pain as intracranial aneurysm, neoplasm 
of the base of the skull spreading through into the 
middle cranial fossa, and neoplasms of the posterior 
fossa, involving either the cerebellopontine angle or 


the foramen magnum. A careful search for objective 
neurologic findings referable to the examination of 
the cranial nerves, supplemented by appropriate diag- 
nostic measures, such as angiography or air study, will 
oftentimes determine the true nature of the lesion. 
When one can rule out an organic lesion in one of 
these categories, surgical therapy has little to offer 
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except in the case of true tic. It has been our ex- 
perience that surgical measures for various types of 
vascular cephalalgia and atypical facial pain have pro- 
duced rather discouraging results. Therefore, if one 


does not have a definite indication for surgical meas 
ures of treatment, he should not undertake such 
measures in the vague hope that relief of pain will 
follow. 
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The General Practitioner and 


His Friend the Urologist: 


AT FIRST GLANCE it might not seem that there 
is more than any usual connection between 
the urologist and the family doctor. A closer 
inspection, however, will remind you that 
as a man’s practice matures, especially in the 
field of general practice, he accumulates a 
clientele which is increasingly in need of 
the family doctor, and his next best friend, 
the urologist. I assure you that the very nature 
of becoming older brings with it the necessity 
of drawing near to the urologist. You are all 
aware of the old gag repeated frequently at 
our alumni conventions—“you look like a 
fugitive from a urologist.” 

There is another and finer reason why the 
relationship between these two fine groups 
should be in close liaison at all times. It has 
been my experience that the men in a 
specialty, which is most distinctly defined, 
are the ones who appreciate the family doctor 
concept of personal care as the most necessary. 
Almost every urologist of my acquaintance 
has assured me that when he is in charge of 
a urologic problem, he prefers the over-all di- 
rection of the patient be in charge of his 
family doctor. In all fairness, other groups 
have the same attitude, namely the radiolo- 
gists, ophthalmologists, and perhaps several 
other of the more limited specialty groups. 

Since this paper is essentially one on the 
relationships of physicians to each other, let 
me include several other observations. 

Perhaps it is because there is little over- 
lapping of their fields that the relationships 
of these two great bodies have been unusually 
cordial. Perhaps it is because the specialty 
of urology is not over-crowded to the extent 
found in other specialties in our larger cities. 
Both these reasons, I believe, are factors. 

I need not point out to this group that the 
practice of medicine can not be carried out 
in segments. One can not treat a diseased 


*Read before the Section on Urology, Southern Medical As- 
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bowel as an entity and neglect the effects of 
that disease on the mind. More than a 
thousand years ago, Galen taught that the 
body as a whole was the unit, not segments, 
which we call the bladder, or the liver, or the 
brain. The human body is not a collection 
of pieces and must not be treated by assembly- 
line physicians who treat only one portion 
and not the others. A sick man must be 
treated not as a medical problem but as a 
sick man. This must be done by a personal 
physician. It is heartening and reassuring to 
believe that the return to a more equitable 
balance between the number of men who are 
specialists and those who do general practice 
is slowly being accomplished. 

The American people can have whatever 
type of medical care they prefer. They can 
have family doctors if they want them. They 
can demand them of our medical schools and 
our teaching hospitals, and they can be served 
at a price they can afford to pay. It is for us 
as physicians to lead them to this ideal and 
the Academy of General Practice—the family 
doctors—can be a powerful factor in this 
leadership. 

Another factor is found in the observation 
of many urologists that a man must be a good 
physician before he can become a good 
urologist. This is unquestionably true, as 
most would admit. The roentgenologists ap- 
preciate this fact too in a considerable degree. 


However, the present concept of most 
medical schools does not support this in 
practice. Too often the school administrators 
deny that they are in a position to influence 
the student in a choice of the type of practice, 
and their education falls far short of 
equipping a young physician to enter any 
type of practice. Some schools have clinical 
courses in 3 years of their curriculum but 
insist their students must have 3 to 4 more 
years of residency training, and they are 
graduated from these schools in considerable 
immaturity. I predict that the changes in 
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the curriculum of many medical schools will 
follow the lead of a brave few, and give us a 
student of no more than 5 to 6 years who can, 
on graduation, actually practice medicine 
anywhere in our country. Medical education 
must not be static. It must improve with age. 

With this controversial problem as yet un- 
solved, let me take another problem very 
close to the general practitioner and cer- 
tainly one which deals with the relationship 
of doctors in general. It is not a problem for 
the urologist but one which affects all of our 
profession. 

As family doctors we find that we are oc- 
casionally denied hospital privileges. This 
is found chiefly where there are too many 
specialists of one branch. The general 
surgeons tend to restrict surgical privileges to 
themselves only when there are too many 
general surgeons. This is not intended to be 
a complaint, it is pointed out as an existing 
fact. 

I believe that when differences exist in our 
professional relationships, the fundamentals 
should be carefully studied and decisions be 
made on basic principles and not on super- 
ficial excuses. It is important that the rights 
and privileges of every practitioner of medi- 
cine be respected. This includes the right of 
education, of study and of perfection of his 
art in any chosen field. 

It is shallow demagogery for an internist 
to parade before the public today demanding 
free choice of the physician if he, with the 
other hand, denies the man doing general 
practice the opportunity to go with his private 
patient into the hospital and there to direct, 
or be his first advisor on his medical and 
surgical decisions. I call to your attention 
that our great parent organization, the 
American Medical Association, is today 
carrying on a campaign of freedom of choice, 
to which I subscribe wholeheartedly. I would 
clearly state that the free choice, unless it be 
a travesty and a delusion, must include the 
free choice of the family doctor, whether in 
the hospital or out of it. This is a matter of 
principle, and on it hangs the medical freedom 
of us all. There is only one real and one final 
answer. 


As we search for the answer to the differ- 
ences which beset us, there comes to mind 
one of the problems of us all—of all medical 
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societies—in fact of all our countrymen. This 
is the problem of apathy. Apathy to what is 
happening to us is a deadly potion, yet it is 
often hard to arouse physicians to stand up 
and be counted when laws affecting our very 
foundations are being discussed. 

I will say that the urologists are better in 
this regard than the average medical man in 
general practice. You have contributed one 
of the finest speakers and leaders in medicine’s 
fight for freedom in the dynamic person of 
Dr. Louis Orr, President of the American 
Medical Association, a dramatic speaker, and 
a worthy leader. His fearless attack on the 
foes of freedom in his inaugural address in 
Atlantic City last June is one of the finest 
orations I have ever heard. It has been my 
pleasure to send copies of it, available 
through the AMA office, to many physicians 
who are apathetic to our cause. This crusade, 
in which Doctor Orr has a leading role, is 
one area where all men of medicine can com- 
bine and play a part. What can we do? There 
is no doubt but that the average citizen needs 
medical leadership and that he looks to his 
physician to guide him. We then have the 
duty and at the same time an opportunity, to 
remind the public that the present marvelous 
system of American medicine is in danger 
from laws that would restrict our advance- 
ment, hold back our progressiveness, and if 
followed to their logical and socio-commu- 
nistic end, would end the freedom of the 
sick man to choose for himself the man who 
would attend him medically. We can talk 
to our patients, we can address our civic 
clubs. There are hundreds of pieces of legis- 
lation introduced annually into the hoppers 
of our Federal government—most of which 
are unfriendly to good medical care—and 
offered to the public on the fantastic promise 
that it can be had “free.” We as physicians 
can not close our eyes to these perverted 
movements, for if we do the health of our 
country is in danger. 

I know of no specialty more aware of the 
things I have talked on than this one. You 
and I, as urologists and general practitioners, 
are destined, as our population grows older, 
to become more and more intermingled in 
our practices. We had better be prepared, in 
this world of human frailties for some dif- 
ferences to arise between our groups, but also 
be prepared for the solution of those differ- 
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ences. The solutions must be first of all for physician should restrict the enjoyment of 


; the protection and better care of the patient. _ his profession by another competent physician. 

‘ This is our basic premise. The solutions must It is only left to request that we, in all our 
next subscribe to some code that is fair to us human relations, subscribe to that highest 

> all. I know of no paragraph in the Oath of __ rule of all: Do unto others as you would have 

y Hippocrates which says that one competent _ others do unto you. 

n 

n 

e 

of 

n 
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n The Effects of Spirituous Liquors 

st By spirits I mean all those liquors which are obtained by distillation from fer- 

ry mented juices or substances of any kind. These liquors were formerly used only in 

le Medicine. They now constitute a principal part of the drinks of many countries. 

™ Since the introduction of spirituous liquors into such general use, physicians have 


remarked that a number of new diseases have appeared among us, and have described 
, many new symptoms as common to old idseases. Spirits in their first operation are 
is stimulating upon the system. They quicken the circulation of the blood and produce 
n- some heat in the body. Soon afterwards, they become what is called sedative; that is, 
re they diminish the action of the vital powers, and thereby produce languor and weakness. 
ds The effects of spirituous liquors upon the human body in producing diseases, are 
sometimes gradual. A strong constitution, especially if it be assisted with constant and 
us hard labour, will counteract the destructive effects of spirits for many years, but in 
he general they produce the following diseases: 


to 1. A sickness at the stomach, and vomiting in the morning. This disorder is 
us generally accompanied with a want of appetite for breakfast. It is known by tremors 
er in the hands, insomuch that persons who labour under it, are hardly able to lift a tea 
cup to their heads until they have taken a dose of some cordial liquor. In this 
- disorder, a peculiar paleness, with small red streaks, appear in the cheeks. The flesh 
if of the face, at the same time, has a peculiar fullness and flabbiness, which are very : 
tu- different from sound and healthy fat. 
he 2. An universal dropsy. This disorder begins first in the lower limbs, and . 
ho gradually extends itself throughout the whole body. I have been told that the merchants 
Ik in Charleston, South Carolina, never trust the planters when spirits have produced the 


first symptoms of this disorder upon them. It is very natural to suppose that industry 


re and virtue have become extinct in that man, whose legs and feet are swelled, from the H 

s1S- use of spirituous liquors. 

ers f 8. Obstruction of the liver. This disorder produces other diseases, such as an 

ich inflammation, which sometimes proves suddenly fatal; the jaundice, and a dropsy of 

nd the belly. 

‘ise 4. Madness. It is unnecessary to describe this disease with all its terrors and 

ans consequences. It is well known in every township, where spirituous liquors are used. 

ed 5. The Palsy. 6. The Apoplexy; and 7. The Epilepsy, complete the group of 

diseases produced by spirituous liquors. I do not assert that these disorders are never lf 

ur produced by any other causes, but I maintain that spirituous liquors are the most 
frequent cause of them, and that when a predisposition to them is produced by other 

the causes, they are rendered more certain and more dangerous by the intemperate use of 
spirits. 

fou 


—From An Inquiry Into the Effects of Spirituous Liquors on the Human Body by 
Benjamin Rush, M.D., Boston, 1790. 
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The Need for Epidemiology in 
Occupational Medicine 


D. JOHN LAUER, M.D.,t Pittsburgh, Pa. 


The population groups employed in industry offer excellent opportunities for research from many 
aspects—the environmental, economic and often ethnic factors. 


Introduction 


THosE oF us who are industrial physicians 
have excellent opportunities to do some most 
unusual work. We deal with a relatively nor- 
mal, well and fairly stable group of people 
in adult life whose ages range between 18 and 
70 years. In most instances they are of both 
sexes. Our opportunities lie in the fact that 
we see chronic disease develop; we have the 
chance to study the natural history of disease 
in its earliest incipiency—from normal to pre- 
clinical to clinical entities. We can make 
measurements all the way. We can make ob- 
servations on clinical entities or social be- 
haviorisms. 


Research tends to sharpen clinical senses, 
improve the practice of medicine, and benefit 
the patient. A specialty in medicine is known 
by the perimeter it circumscribes and by the 
body of research it stimulates and contributes 
to learning. Occupational medicine has sev- 
eral areas for research. One of the more fruit- 
ful is and has been epidemiology. 

How can we do this? Why should we di- 
rect our efforts in this area? 

Definition of Epidemiology 

Paul! states that epidemiology is concerned 
with the circumstances under which diseases 
occur, where diseases tend to flourish, and 
where they do not. This definition can apply 
to microbiology or toxicology; or the circum- 
stances may be based on genetic, social or 
environmental factors; even religious or po- 
litical factors may come under scrutiny, pro- 
vided they are found to have some bearing 
upon the prevalence of disease. 


*Read before the Section on Industrial Medicine and Surgery, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 

+President, Industrial Medical Association, Medical Director, 
Jones & Laughlin Steel Corporation, Pittsburgh, Pa. 
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Since most of us who practice in industry 
are trained in medicine with a major em- 
phasis either on surgery or internal medicine, 
it is difficult for us to think of any but a one- 
to-one relationship. The doctor-patient rela- 
tionship is basic to our thinking. Certainly, 
one would not suggest a disturbance in this 
concept. But, let us strongly emphasize the 
necessity of a step beyond. Look at the group 
as a whole—both the well and the sick. 

Many of our colleagues are urging us to 
look at our entire industrial population in 
the study of disease, both social and organic, 
and for the unfolding of its natural history. 

It would seem that 3 situations are strong 
motivators for undertaking industrial inves- 
tigation of an epidemiologic nature. 

1. A specific industrial health problem. 

2. A nonindustrial health problem that 
can be studied best in an industrial popu- 
lation. 

3. Problems which are of particular in- 
terest to the medical and hygiene staffs. 

When more than one of these motivators 


is involved, the problems are usually best 
solved. 


Historical Background 


In 1915, in the famous Milroy Lectures, 
Collis? developed the relationship between 
silica dust and the lung disease—silicosis. He 
did this in much the same manner as Snow 
identified cholera nearly three-quarters of a 
century previously. 

By the use of a systematic method of col- 
lecting information, Collis was able to un- 
cover the clues which indicted free silica in 
the work environment as the etiologic agent 
in the pulmonary disease we now know as 
silicosis. It was these clues that encouraged 
Gardner’ and others to go on in the labora- 
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tory to actually demonstrate the relationships 
of crystalline silica to silicosis. 

It was known for centuries that hard-rock 
mining was associated with a high mortality 
from lung disease. Why silica dust was not 
identified until the time of Collis’ classic re- 
port is because attention was focused almost 
exclusively on the individual case. 


Many of us may have had some experience 
similar to this one: a half-dozen men become 
acutely ill some hours after returning to their 
homes following a day’s work at cutting gal- 
vanized scrap material with oxyacetylene 
torches. Sometime during the night each con- 
sults his own personal physician. The present- 


ing signs and symptoms are those of metal — 


fume fever. The various attending physi- 
cians are at a distinct disadvantage, for this 
syndrome mimics other acute respiratory dis- 
eases, and without the proper clues, it is most 
difficult to diagnose. 

A day or two later, the plant physician is 
able to put the pieces together and make a 
more accurate diagnosis on the basis of the 
group approach. Actually, it is a simple appli- 
cation of epidemiologic reasoning in respect to 
collected data. He has the dual advantage of 
knowing both the historical data of each man 
and his work situation. 

Denson‘ cites a recent example of the use 
of the epidemiologic method in industrial 
health. Through this method evidence was 
gathered that lung cancer is an occupational 
hazard of the chromate industry. Even though 
the German literature for some years pre- 
viously suggested that some factor in the oc- 
cupation of the chromate workers was re- 
sponsible for the development of bronchogenic 
carcinoma, data to calculate incidence rates 
were lacking. In 1948, Machle and Gregorius® 
first attempted to compare the death rates 
from lung cancer among chromate workers 
with expected death rates based on group life 
insurance records. Two years later, Baetjer® 
compared hospitalized patients who had lung 
cancer and who were chromate workers with 
similar sufferers from the general population. 
The systematic measure of health in relation 
to exposure clearly resulted in an indictment 
of chromates. 

In these studies we see some of the char- 
acteristics of the epidemiologic approach. 
The unit of observation is the group of work- 
ers—both the well and the sick, rather than 
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the individual case; and the observations are 
recorded in a quantitative form. 


Epidemiology can be used to measure op- 
timum relationships between worker produc- 
tivity and job environment. An example used 
by Cobb’ illustrates this well. For years it was 
known that in cotton and linen weaving 
sheds, warp breakages decreased with increas- 
ing temperature and humidity. However, it 
was only recently that the importance of the 
human factor was recognized, and it was then 
demonstrated that total production also de- 
creased sharply when the temperature and 
humidity were increased. 

Sick absenteeism can be used as a health 
index of the working population. Findings 
from such studies may lead to plans for con- 
trol of absenteeism. Clues may be uncovered 
on the magnitude of a plant’s problem drink- 
ers and the need to develop a program for 
their rehabilitation. Other clues on the morale 
of plant groups may be gathered which share 
a relationship with the supervisory abilities 
of plant foremen.® 

It is in the area of chronic disease that we 
must define in more meaningful terms the 


: dimensions of the problem in industry. With- 


out a baseline of knowledge it is virtually 
impossible to determine whether the occur- 
rence of a particular condition—such as ar- 
thritis or coronary artery disease—is related 
to conditions of employment. In other words, 
we need to develop clear, scientific evidences 
upon which we can base a “yes” or “no” an- 
swer to the question—“did his work aggra- 
vate the condition?” 

We have the opportunities for studying 
these problems. The realization of these op- 
portunities depends on 2 considerations. The 
first is the recognition by those responsible 
for the health of the worker that much can 
be learned by supplementing knowledge of 
the individual with knowledge about the 
group of which he is a part. We can often 
predict the behavior of the group even though 
the individual himself remains unpredictable. 
The second point is the ability to recognize 
the logical requirements for the study of 
group health, such as standardization of 
measurements, instruments and forms. 

Pell and D’Alonzo” reported a study of 
myocardial infarction and the effect of job 
responsibility on its incidence. They were not 
able to demonstrate any clear-cut relationship 
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of this nature, but showed a considerable ex- 
cess risk of infarction among persons who 
were either hypertensive or obese, the highest 
risk being among those who were both hyper- 
tensive and obese. 

In the past the epidemiologist often has 
been highly successful in ferreting out clues 
and hints that lead to the control of an acute 
infectious disease. He has had the help of the 
microbiologist in the laboratory who discov- 
ered causative organisms and developed vac- 
cines and antitoxins. Today, we need the epi- 
demiologist to help us define much more 
subtle problems of chronic disease and their 
impact on society and work situations. But, 
today the epidemiologist needs the physiolo- 
gist to back him up, to work with the clues 
and hints he uncovers. In order to define our 
problems so we can get at them, we need to 
have better understanding of physiology in 
terms of health and departures from the state 
of health. 


Epidemiologist Cobb’ tells us that to do 
good work in this field we need insatiable 
curiosity, a sensitivity for the unusual, and 
common sense about numbers and about 
population data. 

Modern business is using data processing 
machines in many areas of operations. Me- 
chanical control procedures are becoming 
commonplace in manufacturing quality con- 
trol. With some modifications, these systems 
may help us detect aberrations in the health 
of various plant groups and in the control 
of chronic disease. 


But not all these studies need to be pro- 
found and long-term. Nearly every day we 
have the opportunity to inject into our regu- 
lar work some elements of our own interest. 
Halen?! of our medical staff recently reported 
a year’s study comparing types of injury 
among steelworkers and the rates with those 
of railroad workers in the same plant. As a 
result of these data a more understanding 
attitude developed. Tauber,!? in another of 
our plants, brought the problem of hand in- 
juries into realistic focus by a study of 1,500 
consecutive cases. In another study on brass 
foundry workers, we made predictions both 
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as to the areas and persons endangered by 
excessive absorption of lead.'* In yet another 


study, our medical and hygienic staffs were 
able to give satisfying assurance to our man- 
agement and our workmen as to the safety 
from exposures to lead in the process of mak. 
ing a lead-bearing steel.!4 

It is not likely that we shall find so ready 
a solution to our problems as did Snow when 
he solved the cholera epidemic in his London 
neighborhood by removing the Broad Street 
pump handle. It is hardly conceivable that 
some simple preventive procedures will re. 
move the ravages of chronic arthritis, or the 
tragedies of arteriosclerosis, or the terrors of 
the cancers. But, by applying scientific method 
to problems in which the group is the unit 
of observation and in which the measure. 
ments pertain to group characteristics and 
group environment, we can look ahead hope- 
fully. 


Summary 


In-plant medical activities afford important 
opportunities for mass studies of certain dis 
eases. We proceed in the hope that from mass 
studies, knowledge will be obtained that case- 
by-case studies have not revealed. 
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The Fifty-Third Annual Meeting of the 
Southern Medical Association, held in At- 
lanta, Georgia, November 16-19, 1959, was 
one of the finest in SMA’s history. The meet- 
ing drew an attendance of 4,215 registrants, 
of whom 2,657 were physicians. Much credit 
for such a successful meeting should be given 
to Dr. James H. Byram, General Chairman 
on Arrangements, the some 500 local commit- 
teemen, and also to Mr. J. Morgan Smith and 
his public relations staff in Birmingham for 
wonderful publicity coverage. 


The Scientific Assembly 


It was the general opinion of those attend- 
ing that the Atlanta program was the best 
ever presented by Southern and ranked “sec- 
ond to none” in scientific assemblies. Besides 
the vast number and range of scientific papers 
presented by the 20 different sections, the 
program also featured four general sessions— 
Surgery, Medicine, Geriatrics, and an SMA 
“first” Symposium on Nuclear Medicine. Dis- 
tinguished national and international physi- 
cians were on hand as guest speakers, one of 
whom was Dr. Louis M. Orr, President of the 
American Medical Association. 

In conjunction with the excellent scientific 
program was a public telecast presented by 
Merck Sharp & Dohme, “Life Begins at 65,” 
plus a scientific color TV program covering 
various medical problems presented by Smith 
Kline & French. 


Exhibits 

A capacity number of exhibits were housed 
in the main arena and on all floors of the 
Municipal Auditorium. Some 77 Scientific 
Exhibits and 113 Technical Exhibits were 
displayed. The representatives attending the 
exhibits were both courteous and competent 
and the top quality of the exhibits set a new 
standard for future meetings. 

The Committee on Awards for Scientific 
Exhibits announced the presentation of three 
awards and six honorable mentions in the an- 


Article by Betty Tate, Editorial Assistant, Southern Medical 
Journal. 


ecting 


nual judging of scientific exhibits. Standards 
adopted in the Constitution and By-Laws that 
determine the winners are: originality, prac- 
ticability, applicability to practice of medi 
cine, quality, teaching value, quantity and 
personal demonstration. These awards are 
presented at the Annual Dinner Dance. 

The First Award went to Sam E. Stephen- 
son, Jr., Randolph Batson, Sam L. Clark, and 
L. H. Montgomery, Vanderbilt University 
School of Medicine, Nashville, Tennessee. 
Exhibit: The Electronic Control of Mechani- 
cal Devices Through Physiological Mech- 
anisms. 

The Second Award was presented to Ben H. 
Jenkins, Newnan, Georgia, and Morgan Rai- 
ford, Atlanta. Exhibit: “Alpha-Chymotryp- 
sin” discovered by Dr. Jenkins and confirmed 
by Dr. Raiford of Ponce de Leon Infirmary, 
Atlanta. 

The Third Award was presented to Robert 
B. Greenblatt, William E. Barfield, Edwin C. 
Jungck, Medical College of Georgia, Augusta; 
and Kenneth R. Baldwin, Medical College of 
Virginia, Richmond. Exhibit: The Polycystic 
Ovary Syndrome. 

Honorable Mentions were: J. Brown Far- 
rior, P. H. Garrison, and C. M. Burpe, Tampa, 
Florida: Ear Surgery in 3-D Stapes, Vein Graft 
and Tympanoplasty. 

Harry M. Robinson, Jr., Raymond C. V. 
Robinson, Eugene B. Bereston, L. Lavan 
Manchey, and Frederick K. Bell, University 
of Maryland School of Medicine, Baltimore: 
Experimental and Clinical Studies on Griseo- 
fulvin. 

L. Clark Gravlee, G. L. Wideman, and W. 
Nicholas Jones, Birmingham, Alabama: A 
New Automatic Umbilical Cord Tying De- 
vice. 

Homer D. Kirgis, Paul T. DeCamp, John 
D. Jackson, and Hugh M. Batson, New Or- 
leans, Louisiana: Manifestations, Diagnosis 
and Treatment of Acute Focal Cerebral 
Ischemia. 

Joe M. Blumberg, Armed Forces Institute 
of Pathology, Washington, D. C.: Aviation 
Pathology. 


241 


a 
int 
lis. 
ass 
| | 
| 
| 
= : 
| 


1. SMA President Rouse and Dr. R. H. Kampmeier, Editor, wait as Dr. Fount Richardson, Councilor from Arkansas, regis- 
ters. 2. Scene at registration. 3. Installing Scientific Exhibit which later won First Award. 4. Dr. George D. Wilson, 
Councilor from North Carolina, shows medical student representatives the living cell exhibited by The Upjohn Company. 
5. Partial view of technical exhibits displayed in main arena. Pre 


- 
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6. Council meeting in session. 7. Dr. Tom D. Spies, recipient of Seale Harris Award, and Dr. R. L. Sanders, Distinguished 
Service Award, receive congratulations from Dr. A. Clayton McCarty, Chairman of Awards Committee. 8. New officers of 
SMA—Dr. Edwin Hugh Lawson, President; Dr. Tom D. Spies, President-Elect; Dr. A. Clayton McCarty, First Vice-Presi- 
dent; and Dr. Jack C. Norris, Second Vice-President. 9. Dr. Milford O. Rouse listens to guest speaker Dr. Louis M. Orr, 
President of American Medical Association. 10. Medical Student Representatives with MSR Committee. 
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William J. Brown and Communicable Dis- 
ease Center, Atlanta, Georgia: “Who Has 
‘VD’?” 


Medical Student Representatives 


Twelve medical schools were represented 
by an elected member of their senior class. 
They included: Bowman Gray School of Med- 
icine, Winston-Salem, North Carolina; Duke 
University School of Medicine, Durham, 
North Carolina; Emory University School of 
Medicine, Atlanta, Georgia; Georgetown Uni- 
versity School of Medicine, Washington, D. 
C.; George Washington University School of 
Medicine, Washington, D. C.; Johns Hopkins 
University School of Medicine, Baltimore, 
Maryland; Medical College of Georgia, Au- 
gusta, Georgia; Medical College of South 
Carolina, Charleston, South Carolina; Medi- 
cal College of Virginia, Richmond, Virginia; 
University of Maryland School of Medicine 
and College of Physicians and Surgeons, Balti- 
more, Maryland; University of North Caro- 
lina School of Medicine, Chapel Hill, North 
Carolina; and the University of Virginia 
School of Medicine, Charlottesville, Virginia. 

These young “doctors of tomorrow’ were 
given an opportunity to observe every phase 
of the operation of a Southern Medical 
meeting. 


President's Luncheon 
(First General Session) 


Dr. Louis M. Orr, President of the Ameri- 
can Medical Association, was the distinguished 
guest and speaker at the Luncheon held on 
Tuesday, November 17. There were some 200 
members in attendance. An address of wel- 
come was given by Dr. James H. Byram, Pres- 
ident of the Fulton County Medical Society. 
The Luncheon was presided over by Dr. 
Milford O. Rouse, SMA President, and was 
concluded with a brief business session. 


President’s Night 
(Second General Session) 


The Annual Dinner held Wednesday night, 
November 18, was attended by some 450 
guests. The room had the atmosphere of 
Southern gentility with lovely southern belles 
attending the evening’s entertainment with 
their elegantly dressed doctors, making the 
affair a tremendous success. It must be men- 
tioned also, the coup «le grace of the beauti- 
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fully prepared meal was a very colorful dis. 
play of the illuminated ice cream log, which 
proved to be as tasteful as it looked. 


Getting the program underway, Dr. Milford 
O. Rouse, Dallas, Texas, delivered the presi- 
dential address, “Essential ‘Intangibles’ in 
Medicine.” This was followed by a report of 
the Council by Dr. Harry Lee Claud, the elec. 
tion of officers, and the installation of Dr. 
Edwin Hugh Lawson, New Orleans, Louisi- 
ana, as President. Dr. Lawson then presented 
Dr. Rouse with the Past President’s Medal 
and presided for the remainder of the session. 

Highlighting the evening was the presenta- 
tion of awards by Dr. A. Clayton McCarty, 
Louisville, Kentucky, Chairman of the Awards 
Committee. Dr. Tom D. Spies, Birmingham, 
Alabama, Director of the Nutrition Clinic, 
Hillman Hospital, Birmingham, and Professor 
of Nutrition and Metabolism, Department 
Chairman, Northwestern University School of 
Medicine, Chicago, Illinois, was presented 
with the first Seale Harris Award in recogni- 
tion “for outstanding work and research ac- 
complishment in the broad field of metabol- 
ism, endocrinology, nutrition, and _ research 
contributing to a better understanding of the 
chemical changes occurring in disease.” 

The fourth Distinguished Service Award 
given by the Southern Medical Association 
was presented to Dr. Robert L. Sanders, Mem- 
phis, Tennessee, Past President of SMA. This 
is awarded annually to some member in recog- 
nition of outstanding contributions to the 
advancement of medical science. Former re- 
cipients of this award are: Dr. T. W. Moore, 
Huntington, West Virginia, 1958; Dr. Ken- 
neth M. Lynch, Charleston, South Carolina, 
1957; and Dr. Curtice Rosser, Dallas, Texas, 
1956. 

The program was concluded with the 
presentation of the Scientific Awards and 
Golf Trophies. 

A reception in honor of Dr. Milford O. 
Rouse, Dr. Edwin Hugh Lawson, Mrs. George 
W. Owen, immediate Past President of Wom- 
an’s Auxiliary, and Mrs. John M. Chenault, 
new President of the Auxiliary, was held im- 
mediately following the adjournment of the 
Dinner. 

The evening of festivity was completed by 
entertainment and music for dancing by the 
inimitable Claude Thornhill and his orches- 
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tra. The entertainment was under the direc- 
tion of Dr. A. E. Hauck. 


Woman's Auxiliary 


The Woman’s Auxiliary held its thirty- 
fifth annual meeting with headquarters in the 
Heniy Grady Hotel. Attending as special 
guest of the Auxiliary was Mrs. Frank Gasti- 
neau, President of the Woman’s Auxiliary to 
the American Medical Association. 


Their fast-paced itinerary included a Pre- 
Convention Board Breakfast, luncheon for 
Past Presidents, General Session, historical bus 
tour of Atlanta, tea and fashion show at 
Rich’s Department Store, tours of Atlanta 
homes and tea at the Art Museum, and a Post- 
Convention Board Breakfast. In addition to 
all these activities, they featured a very gala 
Doctors’ Day Awards Luncheon held at the 
Rainbow Roof of the Dinkler Plaza Hotel. 


ALABAMA 


Dr. Harry C. Shirkey, Cincinnati, has been appoint- 
ed Medical and Administrative Director of the Chil- 
dren’s Hospital of Birmingham, effective the first of 
this year. He will also be Associate Professor in the 
Department of Pediatrics in the University of Alabama 
Medical Center. 

Dr. Joseph A. Cunningham, Professor of Pathology 
at the University of Alabama Medical Center, has been 
appointed to the new national advisory committee on 
the Public Health Service’s cancer control program. 

Dr. Sidney B. Finn, Professor of Dentistry at the 
University of Alabama Medical Center, was elected to 
the American Academy of Pedodontics. Membership in 
this organization is limited to 100 outstanding U. S. 
dentists specializing in pedodontics. 

New Alabama Fellows of the American College of 
Surgeons include: Drs. Charles A. Carraway, James M. 
Morgan, Jr., Brinson O. Robertson, Jr., M. Bruce Sul- 
livan, Jr., William H. Viar, and James A. Ward, Jr., 
all of Birmingham; Drs. Howard Stephen Cowley and 
Samuel P. Marshall, both of Mobile; and Dr. Richard 
A. Harris, Montgomery. 


DISTRICT OF COLUMBIA 


Dr. Pearce Bailey has been appointed Director of 
the international programs of the National Institute 
of Neurological. Diseases and Blindness. He will en- 
courage the worldwide exchange and coordination of 
scientific knowledge relating to neurologic and sensory 
disorders, 


Dr. Walter A. Boerdorn has been re-elected Presi- 
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Dr. Gilbert Douglas of Birmingham, Ala- 
bama, was chosen “King Doctor.” 


Concluding their sessions, Mrs. John M. 
Chenault, Decatur, Alabama, was installed as 
President of the Auxiliary. 


Social Highlights 


The “Southern Hospitality” extended by 
the host city of Atlanta could not be surpassed 
anywhere. Every spare moment seemed to be 
filled with an abundance of dinners and re- 
ceptions. Supplementing the purely social af- 
fairs were some 20 medical schools and frater- 
nities holding reunions, and _ interspersed 
among these were private parties and recep- 
tions, golf tournaments and tours of Atlanta. 
Thus was brought to a close one of the most 
successful—both scientifically and socially— 
SMA meetings. 


dent of the Gorgas Memorial Institute of Tropical 
and Preventive Medicine. Dr. Fred L. Soper was 
elected to the Board of Directors of the Institute. Dr. 
Soper has also been elected a Vice-President of the 
American Public Health Association. 

Dr. Leon Yochelson, Clinical Professor of Psychi- 
atry at George Washington University, has been ap- 
pointed Executive Officer and Professor of Psychiatry 
of the School of Medicine, succeeding Dr. Winfred 
Overholser, who has retired as head of the Depart- 
ment. 


Dr. George E. Armstrong, Chief Administrative Of- 
ficer of Bellevue Medical Center, was elected Presi- 
dent of the National Resuscitation Society. 


FLORIDA 


The Second Annual Hillsborough County and Sun- 
coast Cardiovascular Seminar will be held February 
20 and 21, 1960, at the Hillsboro Hotel in Tampa. 
Programs will be presented from 9:00 a.m. until 4:00 
p-m. each day. This Seminar is jointly sponsored by 
the Hillsborough County Heart Association, Tampa, 
and the Suncoast Heart Association, St. Petersburg. 
All physicians are invited to attend. No registration 
fee will be charged, but those who wish may give a 
donation to help defray the costs. 

Dr. Ella M. A. Enolows, Fort Lauderdale, has been 
chosen as one of 11 “1959 Medical Women of the 
Year” by the American Medical Women’s Association. 

Dr. Wilson T. Sowder, Jacksonville, State Health 
Officer, has been elected President of the Association 
of State and Territorial Health Officers. 
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Dr. Edward R. Woodward, Gainesville, Professor of 
Surgery at the College of Medicine, University of 
Florida, has been appointed a member of the Commit- 
tee for the Forum on Fundamental Surgical Problems 
of the American College of Surgeons. 


GEORGIA 


Dr. E. Y. Walker has been named Chief of the medi- 
cal staff of the Baldwin County Hospital. Dr. Curtis 
Veal was named Assistant Chief and Dr. Zeb Burrell, 
Jr., was named Secretary, all of Milledgeville. 

Dr. A. Calhoun Witham, Augusta, has been installed 
as President of the Georgia Heart Association for the 
new year. Newly elected officers include Dr. Arthur 
M. Knight, Jr., Waycross, President-Elect; Dr. Clarence 
C. Butler, Columbus, a Vice-President; and Dr. J. 
Willis Hurst, Atlanta, Secretary. Dr. J. B. Neighbors, 
Jr., Athens, received a Gold Service Recognition Medal 
from the Association. 


New members of the American College of Surgeons 
include Dr. Edward D. Wells, Jr., LaGrange; and Dr. 
Fleming L. Jolley, Marietta and Atlanta. Drs. Charles 
Freeman, Jr., and Ira Goldberg, both of Augusta, 
were awarded Fellowships in the American College of 
Surgeons. New officers of the Georgia Chapter of the 
College are Dr. Charles Richardson, Jr., Macon, Presi- 
dent; and Dr. William L. Pomeroy, Waycross, Vice- 
President and President-Elect. 


KENTUCKY 


Dr. Richard F. Grise, Bowling Green, was elected 
President of the Kentucky Division of the American 
Cancer Society. Elected Vice-Presidents were Drs. Wes- 
ley G. Farnsley, Louisville; Porter Mayo, Lexington; 
and Richard J. Wever, Paris. Five new professorial 
board members were named: Drs. Stuart Graves, Jr., 
and Robert C. Long, both of Louisville; Coleman C. 
Johnston and Kenneth D. McGinnis, both of Lexing- 
ton; and Edward B. Mersch, Covington. 

Dr. H. L. McPheeters, Louisville, Commissioner of 
the Kentucky Department of Mental Health, has been 
appointed to a 12-member committee on planning for 
mental health facilities throughout the United States. 
The group will help the U. S. Public Service draw up 
treatment and administrative guides for mental hos- 
pitals. 

Dr. J. Murray Kinsman, Dean of the University of 
Louisville School of Medicine, has been re-elected 
Treasurer of the Association of American Medical 


Colleges. 
LOUISIANA 


Dr. Isadore Dyer, New Orleans, is the President of 
the Central Association of Obstetricians and Gynecol- 
ogists. 

Dr. Justillien H. Forest, New Orleans, has been ap- 
pointed to the Medical Directorship of De Paul Hos- 
pital. 

Dr. George S. Ellis, Clinical Assistant Professor of 
Ophthalmology at the Louisiana State University 
School of Medicine, has been initiated as a Fellow in 
the American College of Surgeons. 

Dr. J. Martinez-Lopez, Instructor in Medicine at the 
Louisiana State University School of Medicine, has 
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been elected an Officer by the 332nd General Hos. 
pital of New Orleans, U. S. Army Reserve, in its Chap- 
ter of the Reserve Officers Association. 


Dr. Jeanette Laguaite, Associate Professor of Speech 
Pathology at the Tulane School of Medicine, was 
elected a Fellow at the American Speech and Hearing 
Association. 


MARYLAND 


Dr. Eugene B. Brody has been appointed Chairman 
of the Department of Psychiatry and Director of the 
Psychiatric Institute of the University of Maryland 
School of Medicine, Baltimore. 

Dr. Otto C. Phillips, Baltimore, has been named a 
member of the American Society of Anesthesiologists, 

Dr. Allan C. Barnes, Baltimore, has been appointed 
Professor and Director of the Johns Hopkins Hospital 
Department of Gynecology and Obstetrics. 


Dr. Arthur T. Keefe, Jr., Chestertown, and Dr. 
Raymond M. Yow, Salisbury, have been named Fel- 
lows of the American College of Surgeons. 

Dr. Richard L. Riley, Baltimore, has been elected 
President of the Maryland Trudeau Society. 

The Memorial Hospital, Cumberland, has elected 
the following officers: Dr. Samuel M. Jacobson, 
President; Dr. Frank T. Cawley, Secretary; and mem- 
bers of the Joint Conference Committee: Drs. Harold 
W. Eliason and Wylie M. Faw. 


Captain John S. Gruggel, Indian Head, U. S. Naval 
Propellant Plant, has been elected as a Fellow of the 
American College of Preventive Medicine. 


MISSISSIPPI 


Dr. Charles D. Taylor, Pass Christian, has been 
elected President of the Gulf Coast Clinical Society. 

Two Mississippi physicians have received appoint- 
ments to the 1960 decennial U. S. Pharmacopceial 
Convention. Dr. H. H. McClanahan, Columbus, has 
been named Delegate and Dr. Raymond F. Grenfell, 
Jackson, is Alternate. Dr. McClanahan was also nomi- 
nated for the USP Committee on Scope and Revision. 

Four physicians have been appointed to the full- 
time faculty of the University of Mississippi School of 
Medicine. Dr. Paul S. Derian is Associate Professor of 
Surgery and Chief of the Orthopedics Division; Drs. 
Ben Butler Johnson and Julian R. Youmans have been 
appointed Assistant Professors of Medicine and Neuro- 
surgery respectively. Dr. G. Scarcella is a newly ap- 
pointed Instructor in Neurosurgery. 


MISSOURI 


Dr. Alex A. McBurney, Bremerton, Washington, is a 
new member of the Saline County Medical Society. 

Dr. W. R. Stevens, Willow Springs, is a new member 
of the South Central Counties Medical Society. 

Dr. Robert J. Bareis, Marshfield, is a new member 
of the Webster County Medical Society. 

Dr. Preston C. Hall, St. Louis, was installed as Presi- 
dent of the Missouri Academy of General Practice. Dr. 
Charles Metz, St. Louis, was elected Vice-President and 
area delegate; Drs. Walter Gray, St. Louis, Donald 
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TOM DOUGLAS SPIES, M.D. 
President-Elect 


Dr. Tom D. Spies of Birmingham was named 
President-Elect of the Southern Medical As- 
sociation at the 53rd Annual Meeting held in 
Atlanta, November 16-19, 1959. He will be 
installed as the 56th President of the Associa- 
tion during the Saint Louis Meeting, October 
$1-November 3, 1960, succeeding Dr. Edwin 
Hugh Lawson of New Orleans. 


Dr. Spies, son of J. E. and Mary Leslie Spies, 
was born September 21, 1902, in Ravenna, 
Texas. He received his B.A. degree from the 
University of Texas in 1923, and immediately 
entered Harvard Medical School where he 
received his M.D. degree in 1927. 


His first internship (in Pathology) was at 
Peter Bent Brigham Hospital, Boston, Massa- 
chusetts, in 1928-29, which was followed im- 
mediately (1929-30) by his serving at Boston 
City Hospital as First Assistant in Pathology. 
This experience was then followed in 1930-31 
by an internship at Lakeside Hospital in 
Cleveland. 


His first teaching experience was at West- 
ern Reserve University where he was a Teach- 
ing Fellow in 1931-32. Other teaching posi- 
tions which he held at Western Reserve Uni- 
versity were Instructor in Medicine and Se- 
nior Instructor in Medicine from 1932-35. Af- 
ter serving one year as Assistant Professor of 
Medicine at the University of Cincinnati, he 
was named Associate Professor of Medicine 
at the University of Cincinnati—a position he 
held from 1936 to 1947. Since 1947, he has been 
Professor of Nutrition and Metabolism and 
Chairman of the Department at Northwestern 
University Medical School in Chicago. He is 
also presently the Director of the Nutrition 
Clinic at Hillman Hospital in Birmingham, 
Alabama. 

While being named President-Elect of the 
14,000-member organization is one of the 
highest honors that can be conferred by the 
Association’s membership, this is not the first 
time that his unique and special contributions 
to the advancement of medicine have been 
recognized by the Southern Medical Associa- 
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tion. On November 16, 1943, the Association 
conferred its Research Medal on Dr. Spies 
“in recognition of his outstanding contribu- 
tions to our knowledge of the science of hu- 
man nutrition, especially in his elucidation of 
the earlier and better methods of diagnosis 
and treatment of disease.” 

On January 30, 1954, the Executive Com- 
mittee of the Council of the Southern Medi- 
cal Association presented Dr. Spies with a 
citation scroll which read as follows: “In rec- 
ognition of his outstanding contributions to 
the knowledge of the science of human nutri- 
tion, especially the elucidation of earlier and 
better methods of diagnosis and treatment 
of disease; and upon completion of twenty- 
five years of unselfish service to humanity in 
the field of research during which time he 
has given unsparingly of himself and his tal- 
ents to study and devise better methods of 
recognition and treatment of disease, this 
citation is presented to Tom Douglas Spies, 
M.D., and his associates of the Nutrition 
Clinic, Birmingham, Alabama.” 

On November 11, 1957, during its 51st An- 
nual Meeting in Miami Beach, Florida, the 
Southern Medical Association presented joint- 
ly to Dr. Ramon M. Suarez of Puerto Rico, 
Dr. Guillerino Garcia Lopez of Cuba (post- 
humously) and to Dr. Spies, a citation which 
read as follows: “The Southern Medical As- 
sociation, by order of its governing body, the 
Council, expresses appreciation to you, Dr. 
Spies, and to your associates for the great 
contribution that you have made in tropical 
medicine. By your vision and energy you have 
advanced international research immeasur- 
ably. You set out to overcome the difficulties 
of developing research and treatment centers 
in Puerto Rico, Cuba, and Alabama, of ap- 
plying the same criteria for selecting patients 
and of using the same chemical compounds 
for therapy under the same controlled con- 
ditions in each of these areas. This coopera- 
tive project inspired and directed by you for 
the past decade has shed light on many com- 
plicated scientific relationships. You have 
shown that the folic acid family of vitamins 
and Vitamin B,. induce blood regeneration 
in tropical anemias and in endemic sprue of 


| 
| 


250 SOUTHERN MEDICAL JOURNAL 


the tropics even when patients were eating a 
diet devoid of meat and meat products. It will 
be to your everlasting credit that within a 
decade new cases of endemic sprue and tropi- 
cal anemias are virtually nonexistent in 
Puerto Rico and Cuba today. From your dis- 
coveries has spread throughout the civilized 
world information that has begun a new era 
for the better nutrition of people. These ac- 
complishments are so dramatic that your im- 
pressive record should focus the attention of 
the scientific world upon the enormous future 
responsibilities of this type of investigation.” 

The most recent recognition of Dr. Spies’ 
contribution to medicine was during the An- 
nual Meeting of the Association last Novem- 
ber in Atlanta when he was awarded the 
Association’s Seale Harris Medal “for import- 
ant research accomplishment in the broad 
field of metabolism, endocrinology, and nu- 
trition; and for research which contributes to a 
better understanding of the chemical changes 
occurring in disease.” Dr. Spies is the first 
recipient of this medal. 

The Southern Medical Association has not 
been the only organization that has taken 
cognizance of Dr. Spies’ work in the general 
field of nutrition and especially his studies in 
and discoveries of the dietary requirements 
for the preservation of tissue integrity as re- 
lated to premature aging. More than a score 
of special awards, citations, and recognitions 
have come to him over the past 20 years by 
local, state, regional, national, and interna- 
tional organizations, including the Distin- 
guished Service Award of the American Medi- 
cal Association in 1957. 

Dr. Spies has been a member of the South- 
ern Medical Association since 1940, and has 
served the Association in many capacities. He 
was Vice-Chairman in 1951 and Chairman in 
1952 of the Section on Medicine and is a 
former member of the Association’s Research 
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Medal Committee. He has appeared many 
times on the Association’s scientific program 
and has been instrumental in bringing dozens 
of distinguished physicians into its member. 
ship. 

Despite what to many would be an all- 
consuming experience in research, Dr. Spies 
has held five teaching positions in three of the 
nation’s medical schools; holds membership 
in twenty-nine professional organizations; and 
has published as author or co-author more 
than a dozen major articles and texts— pre- 
dominantly in the general field of nutrition. 

Dr. Spies, unlike many so completely de- 
voted to an all-engaging scientific career, is 
a warm, engaging, and pleasing personality, 
In recognition of his keen appreciation of 
friendly human relationships and his ability 


‘ to elicit the full cooperation of his employees, 


he was named “International Boss of the 
Year” by the National Secretaries Association 
which has an international membership. The 
award was presented on April 22, 1959, in 
New York by the President of the Association. 


With a life fully dedicated to the cause of 
medicine, Dr. Spies has had neither the time 
nor the desire to surround himself with the 
comforts and conveniences regarded by most 
people as important aspects of living. On the 
contrary, he lives frugally and simply, ap- 
parently little concerned about his personal 
financial gain. He has never accepted a pro- 
fessional fee from an individual patient. Fur- 
thermore, he has never accepted one penny of 
public funds for the construction and opera- 
tion of his extensive facilities. 

As the Southern Medical Association honors 
Dr. Spies with its highest office, the life and 
work of this dedicated “man of medicine” 
honors not only the Southern Medical Associ- 
ation, but all those who serve in healing 
humanity’s hurt. 

V. O. F. 
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PRESENT STATUS OF THE 
TREATMENT OF HYPERTHYROIDISM 


In the past thirty-five years, the treatment 
of hyperthyroidism has been in a state of flux. 
The pendulum swinging between two ex- 
tremes, i.e. originally, only surgical ablation 
of the thyroid gland, to the chemotherapeutic 
blocking of the formation of thyroxine or 
possibly only one of the secretions of the 
gland. As a result, the literature published 
upon this subject has been highly controver- 
sial and has caused a great deal of confusion 
in the minds of both internists and surgeons 
alike. 

In no disease, perhaps, is the treatment less 
stereotyped or uniform than in cases of severe 
hyperthyroidism or exophthalmic goiter. Each 
case is a law unto itself and should be studied 
in every detail from the clinical, laboratory 
and, in a large number, from the sociologic 
standpoint. Each patient presents an individ- 
ual problem modified by many subsidiary 
facts, and the type of treatment to be insti- 
tuted must be elastic and adaptable to every 
variety of case. It is now conceded that the 
most efficacious method of treating hyperthy- 
roidism is one which combines both medical 
and surgical measures. Alone, either will be 
found inadequate for the great majority of 
cases. They call for the constant and closest 
cooperation between the internist and the sur- 
geon from the very beginning of the treat- 
ment, so the clinical course will be absolutely 
familiar to both. Unfortunately, although 
such close cooperation between the internist 
and surgeon prevailed during the era when 
iodine in the form of Lugol’s solution consti- 
tuted the recognized preoperative prepara- 
tion, since the advent of the use of propyl- 
thiouracil and radioactive iodine, the man- 
agement of the treatment of hyperthyroidism 
has been taken over almost exclusively by the 
internist. Not only does the surgeon not come 
in contact with the patient before medicinal 
therapy has been begun, but also only sees the 
patient in whom medicinal therapy has failed, 
or in which complications due to the antithy- 
roid drugs have ensued. The surgeon, there- 
fore, has no knowledge of the patient's pre- 
vious condition. Furthermore, because the pa- 
tient has become euthyroid from a laboratory 
standpoint does not mean the hyperthyroidal 
state has been cured! In most cases hyperthy- 
roidism cannot be treated definitively by med- 
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ical means, so it is the responsibility of the 
internist to bring about a euthyroid state be- 
fore the final phase of treatment is under- 
taken, whether it is by thyroidectomy or, in 
some exceptional cases, radioactive iodine. 

Clinical experience indicates that there are 
two distinct types of hyperthyroidism which 
vary widely in their clinical manifestations 
and responsiveness to treatment. Adenomatous 
goiter differs from Graves’ disease in many re- 
spects, not only clinically but in response to 
treatment with antithyroid therapy. Both 
Graves’ disease and adenomatous goiter, or 
nodular goiter, may present all the laboratory 
data and clinical manifestations of hyperthy- 
roidism, or on the other hand, show a mini- 
mum of clinical signs with normal laboratory 
data. Response to antithyroid medicinal ther- 
apy in adenomatous goiter is even less predict- 
able than in Graves’ disease. In the latter a 
permanent remission following discontinu- 
ance of the drug will occur in less than half 
of the patients, even though they were under 
the continuous administration of the drug for 
two and often three years! More than half of 
the patients will suffer exacerbation of the 
signs and symptoms of the disease upon dis- 
continuance of the antithyroid drugs. In the 
adenomatous goiter with hyperthyroidism, the 
failure to maintain a permanent remission is 
well over seventy-five per cent. It is to be 
noted that in the medically treated patients 
that are not in a permanent remission, the 
disease process has continued and unknown 
damage to the patient may have been in- 
curred. 

Even in the event of a euthyroid state 
which can only be maintained by the contin- 
uous use of an antithyroid drug such as pro- 
pylthiouracil, the gland is in a constant state 
of hypertrophy and hyperplasia. It is well- 
known that the block in the production of 
thyroxine occurs in the epithelial cells of the 
gland, in spite of the fact that inorganic 
iodine is taken up by the gland. The conver- 
sion into organic iodine, however, does not 
occur and this results in the formation of 
various partially iodinated thyronines and re- 
lated analogues, as well as other compounds 
as yet unidentified. No one, at present, knows 
the harmful physiologic effects that such com- 
pounds may produce, but clinically, in addi- 
tion to the persistence of a goiter or even a 
gradual increase in its size, there is a continu- 
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ous intoxication that has various side effects. 
One of the most distressing is the permanent 
paralysis of one or more of the extraocular 
muscles, particularly the superior rectus, re- 
sulting in a verticle diplopia. Biopsies before 
and after an extended period of treatment 
with any of the antithyroid drugs have shown 
that the gland never reverts to a normal histo- 
logic status. In some patients in whom the en- 
largement of the thyroid gland has attained 
such enormous proportions under the contin- 
uous use of propylthiouracil, the individuals 
have been unable to assume a recumbent pos- 
ture because of dyspnea. In all such patients 
operated upon, despite the administration of 
Lugol’s solution for three weeks preoperative, 
involution does not take place. The opera- 
tions are thus very difficult because of the 
vascularity and friability of the gland; thus 
the danger of injuries to the recurrent laryn- 
geal nerves and the parathyroid glands are 
greatly increased. 

The available methods of treatment of pa- 
tients with hyperthyroidism are, of course, 
directed at alleviating over-activity of the thy- 
roid gland, whether it be an instance of 
Graves’ disease or adenomatous goiter. The 
methods that may be used and which have 
proved most successful in the long run, have 
been thyroidectomy and, for certain excep- 
tional cases, radioactive iodine. Before using 
either one of the above methods, the patient 
should be euthyroid or approximately so. 
However, with the advent of antithyroid 
drugs, the preoperative preparation of pa- 
tients with Lugol’s solution has been all but 
forgotten. It is not necessary in the average, 
moderately severe case of Graves’ disease to 
have the patient absolutely euthyroid. A great 
deal of time and expense can be saved for 
many patients by a two to three week hospit- 
alization on Lugol’s solution, ten drops twice 
a day, followed by thyroidectomy. In the more 
severe cases of Graves’ disease, propylthioura- 
cil should be used and the patient made 
euthyroid before operation or radioactive 
iodine. In some mild cases of Graves’ disease, 
with small thyroid glands, a permanent re- 
mission may be obtained by the use of one of 
the antithyroid drugs alone, but these are the 
exceptions that prove the rule. In older peo- 
ple fifty to eighty years of age and with 
Graves’ disease, radioactive iodine may be 
used with success and without fear of the de- 
velopment of a malignant change in the 
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scarred thyroid years later, as might be the 
case in younger patients. Both iodine and 
radioactive iodine are relatively inefficacious 
in treating adenomatous goiter with hyper- 
thyroidism. Even with antithyroid drugs the 
return to a euthyroid state requires much 
more time in the adenomatous goiter than in 
Graves’ disease. The ideal treatment for aden. 
omatous goiter is thyroidectomy after proper 
preparation. The recurrence rate following 
thyroidectomy for Graves’ disease is less than 
one per cent. In adenomatous goiter with 
hyperthyroidism, recurrence or myxedema 
does not occur after subtotal thyroidectomy, 

It would therefore seem apparent that the 
results of surgical ablation of the thyroid 
gland for hyperthyroidism are at the present 
time better than those obtained by prolonged 
medicinal therapy and safer than the use of 
radioactive iodine. 


F. RIENHOFF, JR., M.D. 


THE TRANQUILIZING DRUGS 


The most recent group of drugs found to 
have a profound effect in disease, next after 
the introduction and extension of the anti- 
biotics, has been the so-called tranquilizers. It 
is only 5 years since the first report appeared 
and the term “‘tranquilizer’’ was coined. As 
occurs commonly with the availability of a 
new effective therapeutic agent, it is used ex- 
cessively, and often without proper indica- 
tions by members of the profession. It has 
been estimated that “in 1958, over 50 million 
prescriptions for tranquilizers were filled.” 
Even though much of this volume of drugs 
was undoubtedly used in institutions for the 
mentally ill, it seems probable that vast 
amounts were prescribed by internists and 
general practitioners. The speaker hopes that 
the overuse of the tranquilizers will take the 
same course as has followed the overselling of 
cortisone, antihistamines, and multivitamins. 
(By this he no doubt means the development 
and understanding of clear-cut indications for 
their use.) The speaker went on to say that 
this rapid growth of the use of the so-called 
tranquilizers developed through an advertis- 
ing campaign directed at the medical profes- 
sion, that about twenty are now on the market 
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and that one drug company has “introduced 
essentially the same product under two names, 
recommending one for hypertension and the 
other for anxiety.” 

A Staff Clinic at Columbia University con- 
sidered the drugs with a number of clinicians 
taking part in the discussion. It develops that 
there are four classes of “tranquilizers,” chem- 
ically speaking; and that “they are recom- 
mended for the treatment of everything from 
psychosis to headache, from hypertension to 
bedwetting, and most of all for anxiety. All 
this has happened before there is any clear 
knowledge of the mechanisms or even the 
sites of action of the various agents.” One 
commentator finds the recommendations of 
one of these drugs for “the control of home- 
sickness” startling to say the least! 

It appears that each of the drugs might be 
classified on a pharmacologic basis other 
than inducing “tranquility,” whatever that 
means. In fact as one speaker put it, when 
these other effects are desired ‘‘tranquilization 
may be labeled toxicity,” and when the drug 
is given to attain tranquility “these other ef- 
fects may be labeled toxicity.” In a considera- 
tion of the pharmacologic action the Rau- 
wolfia drugs, though chemically different 
from the phenothiazines, along with the latter 
affect autonomic functions and are the tran- 
quilizers having remarkable influence on psy- 
chotic patients. —The diphenylmethanes in- 
clude four drugs marketed as tranquilizers 
and one as an antispasmodic and another as 
an antiemetic. The fourth group consists of 
the substituted propanediols. The mechanisms 
of their pharmacologic or physiologic effects 
are very controversial. One of these, mepro- 
bamate, is a popular “tranquilizer,” which it 
is not in terms of the first two groups, though 
it does affect people in how they feel. From 
the discussions it is obvious that relatively 
little is known of the effects of these drugs on 
structures of the body. 

The Staff Clinic considers the uses of the 
several groups of drugs in an attempt to arrive 
at what members of the staff have considered 
to be indications for their use. Certain of the 
group have been interested in the clinical 
evaluation of the antiemetic effects. Others 
considered the pros and cons of the use of the 
drugs as “tranquilizers,” pointing out that 
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there are no good evaluations of statistical 
significance in this regard to substantiate 
their effectiveness over phenobarbital, chloral 
hydrate or even placebos, leaving out of con- 
sideration the stronger phenothiazines which 
have such risks of toxic effects as to make 
their use in mild psychoneurotic and psycho- 
somatic complaints unjustifiable. 

The effectiveness of the Rauwolfia deriva- 
tives and the phenothiazines in the mental 
hospital has been one of the dramatic advan- 
ces in therapy in the last few years. The hyper- 
active, destructive, highly agitated hospital- 
ized patients can be quickly changed to a 
quiet and cooperative state. The use of these 
drugs in the depressed patient is hazardous 
because of the danger of increasing the de- 
pression and suicide. Relapse usually occurs 
upon withdrawal of the drug, therefore re- 
quiring its continued use. In outpatient psy- 
chiatric treatment the effects are not nearly so 
dramatic, for the assaultive overactive patient, 
in whom treatment is dramatic, has been hos- 
pitalized and treated. After discharge he often 
becomes irregular in taking his drugs and thus 
may have a clinical relapse. 

This Staff Clinic offers the best summary 
of what is known and what is not known 
about this group of drugs which has come to 
my attention. It is worthy of study by anyone 
who uses the tranquilizers. 

One continues to be amazed at the enthusi- 
asm with which a scientifically trained pro- 
fession embraces the use of drugs whose phar- 
macologic effect is unknown, but whose po- 
tency is so great as to establish a parkinsonian 
state, and depressive phase, and beyond this 
to disregard potential toxic effects upon the 
liver and bone marrow, or without giving 
thought to their potentiating effects to the 
barbiturates or alcohol which the patient may 
use of his own volition. (One may wonder, 
for example, what effect, if any, this combina- 
tion may have upon the driver of a car.) It 
would seem that physicians, irrespective of the 
pressure used in selling a new drug, would 
leave the study of these drugs to the pharma- 
cologist and to the psychiatrist. The latter is 
justified in taking the hazards along with the 
benefits in major psychoses, especially since 
he has the advantage of observing the patient 
closely within the hospital. 
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Though this column has usually dealt with topics 
of medical science, it is of interest occasionally to learn 
what thinking may have been directed to the economic 
aspects of patient care. The following is from the 
Chairman’s Address, Section on Urology, of the South- 
ern Medical Association—Editor. 


Increasing Physician's Income at Same Time 
Reducing Cost of Medical Care.* 


“Urologists should be as much interested as other 
members of the medical profession in discussing the 
medical problems which confront physicians today. 
. . . the successful practice of urology is accomplished 
only by the exercise of unusual professional ability 
and at a greater expense to the patient than most 
other special examinations. What other branch of the 
medical profession is there which employs examina- 
tions on the whole so uncomfortable to endure as 
cystoscopy and ureteral catheterization, massage of 
the prostate to express secretion for study, and cali- 
bration and dilatation of the urethra, examinations 
which patients have learned to dread so that they must 
often be persuaded to undergo them. Nor is that all. 
Urological examinations are often expensive, because 
many patients have to be hospitalized for their ac- 
complishment, and also because they include roentgeno- 
graphic studies of the genitourinary organs and roent- 
genograms made accompanying intravenous and retro- 
grade injections for the purpose of outlining the 
urinary tract... . 

“In discussing the subject of medical economics the 
thing which should always be mentioned first, and 
which is of first importance, is the welfare of the 
patient. All physicians worthy of the title of doctor of 
medicine will without reservation agree with that 
sentiment. But, of almost equal importance is the 
welfare of the physician upon whose activities the 
continuation of all medical service is dependent. . . . 

“If, then, it is true that the physician does not 
have an adequate net income and that medical service 
is, to the majority of patients, too high and not suf- 
ficiently easy to obtain, what are we going to do about 
it? The answer is that both the expense of practicing 
medicine and the cost of medical care must be reduced, 
and in addition, physicians must be paid for much of 
the work which they now do for nothing in private 
practice, medical schools, and in part-pay and free 
clinics. . . . 

“The most direct method of increasing the income 
of the medical profession and one which has been 
very much neglected, is for physicians to be paid for 
the work which they perform in charity or part-pay 
hospitals and outpatient clinics; and I would like to 
urge that the medical profession begin now quietly 
to insist that physicians be paid for all of the charity 


*Boyd, M. L.: How to Increase the Physician’s Income and 
the Same —- Reduce the Cost of Medical Care, South. 
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and part-pay work which they are doing without 
financial recompense, for the cities, counties and states 
and medical schools. .. . 

“If the expense of medical care for the more seri- 
ously sick could be reduced physicians would at once 
begin to receive an enormous increase in their income, 
for such a large part of the money now spent for 
medical care by those who are really ill goes to hos. 
pitals, for drugs, medical supplies, laboratory work, 
x-ray examinations, consultations with other physicians 
(surgeons, internists, and specialists), and for private 
or special nurses, so that the physician, upon whom 
all these activities depend for their continuation, often 
goes almost without compensation, there being nothing 
left with which to pay him... . 

“Hospital expenses can be materially reduced by a 
simplification of the services which they render, also 
by patients who belong in so-called charity hospitals 
going to those hospitals, and by those who belong in 
wards going to ward beds for service instead of taking 
private rooms, and when ward patients need isolation 
the hospital should furnish such isolation without 
extra costs... . 

“A consummation of the changes which I have sug- 
gested here would be enormously simplified if a plan 
which I proposed a few years ago were adopted. It 
included the following: 

“(1) Establishment of physicians’ offices in hospitals 
or in buildings adjoining hospitals where a reasonable 
rental could be obtained, and time now lost in going 
to and from hospitals eliminated. Hospital patients 
would receive more and, therefore, better medical 
service from their physicians. 

“(2) Each of these groups of doctors to be composed 
of those who ordinarily work together and send pa- 
tients to each other. 


“(3) Offices to be arranged to reduce overhead ex- 
pense to a minimum: a large general waiting room 
with only small private waiting rooms, telephone ser- 
vice in connection with the hospital switch board, and 
day and night call service for physicians through the 
hospital operators; examining and treatment rooms 
arranged so they could be used by one group of phy- 
sicians in the morning and another group in the 
afternoon. 

“(4) A medical library containing current medical 
literature: books, magazines, and classified reprints. 

“(5) Use of the hospital pupil nurses and perhaps 
hospital house officers in the work in the physicians’ 
offices and laboratories. Such a training in private 
practice would be especially valuable to the house 
officers. 

“(6) Use of the hospital x-ray and clinical laboratory 
by all of the physicians. 

“(7) Use of the hospital drug store for filling all 
prescriptions and obtaining medical supplies. 

“(8) Use of one record and history for the patient, 
and it to be sent with the patient whenever he is 
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referred to any of the other physicians for consultation. 

“(9) The patient to be sent from one office or one 
laboratory to another in a dressing gown, and also 
in a wheel chair, if found desirable. 

“(10) Each physician to take the history of his own 
patients and to have full control of his own patients, 
just as he does now, requesting consultations as he 
does now. Each one to collect his own fees directly 
or through a central business office if he prefers. 

“(11) Reduction in laboratory, x-ray, drug, and con- 
sultation fees. The consultation fees could be much 
smaller than they are now without loss to the phy- 
sician, since a consultant would have to give no time 
to making contact with the patient, not to taking 
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anything except the brief part of the history relating 
to his specialty, nor to preparing the patient for ex- 
amination, nor explaining his findings as he has to do 
now so frequently. In addition to these things, his 
overhead costs would be less. 


“(12) In the end the physician’s net income would 
be greater because the patient would have more money 
left to pay him after paying for his various other 
medical services. Then, in addition, his operating ex- 
penses would be less, and he would have the added 
facilities, through his connection with other physicians 
about him and the hospital house staff, for emergency 
service for his patients when he is not in his office, 
and attention for them when he is out of town.” 


The Surgical Treatment of Scoliosis. By Louis A. Goldstein, 
M.D., iate Clinical Professor of Orthopaedic Surgery, 
University of Rochester Medical Center. American Lecture 
Series. 100 pages. Springfield, Ill.: 
Publisher, 1959. Price $6.75. 


tes in Gastrointestinal Motility. Edited by J. Alfred 

-D., Assistant Professor of Medicine, University of 
California School of Medicine, and Hugo C. Moeller, M.D., 
Assistant Professor of Medicine, University of California School 
of Medicine. 387 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1959. Price $13.00. 
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Parasitology. (Protozoology and Helminthology) 


By K. D. Chatterjee, M.D., Associate Professor of 

Medicine, R. G. Kar Medical College and Physician 

to College Hospitals, Belgachia, Calcutta. Second 

edition, 186 pages, 94 illustrations. Calcutta: S. 

Bhattacharya & Company, 1959. 

This small textbook covers the general field of 
parasitology in a very concise manner. Numerous il- 
lustrations are included, including many full color 
prints that are very well reproduced. Many charts and 
illustrations of the life cycle of parasites are included 
which greatly simplify the review of host and vector 
relationship. The text follows an obvious outline form 
which makes possible a ready reference to a specific 
point without laborious reading of extraneous ma- 
terial. 

There is, however, a somewhat over-emphasis on the 
details of development in the vector and for the 
clinician the information pertaining to symptoms, 
signs and clinical diagnosis of the infestation seems 
quite sparce. Almost no specific details of therapy are 
included and it is noted that in some instances (i.e. 
treatment of vivax malaria and enterobius vermicularis 
infestations) useful drugs are listed, but no comment 
as to the preferred therapy is offered. An appendix 
is included which very explicitly gives the detailed 
information pertaining to the preparation of useful 
solutions and their use in laboratory diagnosis (i.e. 
salt flotation method for examination for ova of 
parasites). Methods of obtaining, preparation, and 
handling of body specimens are very concisely and 
explicitly given. 

References to the published literature on parasit- 
ology are not included and so this book would not 
serve as an available introduction to original litera- 
ture. 


Reversible Renal Insufficiency. Diagnosis and Treatment 


By Donald H. Atlas, M.D., Associate Professor of 
Medicine, Northwestern University School of Medi- 
cine, and Peter Gaberman, M.D., Late Associate 

Professor of Medicine, The Chicago Medical School. 

226 pages. Baltimore: The Williams & Wilkins Com- 

pany, 1959. Price $7.00. . 

This work is concerned primarily with potentially 
reversible acute renal insufficiency and secondarily, 
with potentially reversible forms of chronic renal 
disease. An effort is made to display an optimistic 
attitude in contradistinction to the frequently ob- 
served hopeless attitude toward the patient with acute 
and chronic renal disease. Emphasis is placed on a 
program of careful therapy which often results in a 
reversibility and prolongation of life. This book is an 
extremely well-organized review of the recent literature 
in the light of the authors’ own experieuce. 

Chapters are devoted to the pathology and patho- 
physiology and diagnosis and differential diagnoses of 
acute renal insufficiency. The chapter on conservative 
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therapy is extremely comprehensive and written in a 
lucid fashion. The emphasis of the reversible aspects 
of chronic renal insufficiency is a greatly needed 
service which has often been neglected in many pre. 
vious descriptions of renal disease. 

This book has deliberately been written in a 
compromise fashion so it is of value to nephrologists, 
internists, general practitioners, physiologists and sur- 
geons, and it is highly recommended for all. 


Medical Education 


Annotated Bibliography. 1946-55. World Health Or. 
ganization. 391 pages. New York: Columbia Univer. 
sity Press, 1959. Price $6.75. 

The current trend toward the publication of subject 
bibliographies in specialized fields is well exemplified 
by this exhaustive search of the literature on medical 
education from 1946 to 1955. Of the 4,000 references 
collected by the editors, some 2,600 have been ar- 
ranged in a classified order with cross references to 
enable readers to locate material on all aspects of a 
topic. Each item is assigned a number in serial order, 
a system which allows for indication of items under 
more than one subject without repetition of the 
references. 

Annotations are included for the references which 
were written in languages other than English, and for 
references of which the content is not evident from the 
English title. Readers will find useful the listing by 
fifteen main sections, most of which have several sub- 
headings, and by countries and continents. The in- 
clusion of material on the internship as well as the 
training of teachers adds to the value of this im- 
portant publication. It is hoped that the World 
Health Organization will feel encouraged by the recep- 
tion of this publication, and consider future supple- 
ments in order to keep the publication up-to-date. 


Congenital Anomalies of the Hand and 
Their Surgical Treatment 


By Arthur Joseph Barsky, M.D., Professor of Clini- 

cal Surgery, Albert Einstein College of Medicine, 

N.Y.C. American Lecture Series No. 311. 160 pages. 

Springfield, Ill.: Charles C. Thomas, Publisher, 

1958. Price $5.75. 

The monograph represents the compilation of 165 
cases of congenital anomalies of the hand which have 
been seen by the author. The book is divided into 
eighteen chapters to include such headings as Inci- 
dence, Etiology, Classification, Heredity, Embryology 
and then a separate chapter for each of the various 
deformities. The more typical deformities are described 
and information regarding treatment is given and 
good photographs and x-rays are profusely used to 
illustrate the various deformities. 

There is really no new information in the book. 
It simply represents the compilation of a consecutive 
series of patients passing through the author's hands. 
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Water and Metamucil 


Both are basic for relief and correction of constipation 


Effective relief of constipation and actual correction of the condition depend on 
an intake of a sufficient quantity of water to facilitate movement of the fecal 
mass in the bowel lumen. Also useful is Metamucil which adds a soft, bland bulk 
to the bowel contents to stimulate normal peristalsis and also hold water within 
stools to keep them soft and easy to pass. Thus Metamucil and an adequate water 
intake induce natural elimination and promote regularity. 


Metamucil 


brand of psyllium hydrophilic mucilloid 
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WHEN 
THE PATIENT 


WITHOUT 
ORGANIC DISEASE 
flatulence, belching, 
intestinal atony, 
indigestion 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each Neocholan tablet provides: n Pp PITMAN-MOORE COMPANY pressi 
Dehydrochloric Acid Compound, P-M Co. alt DIVISION OF ALLIED LABORATORIES, INC. 


265 mg. (Dehydrochloric Acid, 250 mg.); if additi 
Homatropine methylbromide 1.2 mg.;Pheno- M INDIANAPOLIS, INDIANA diti 
barbital 8.0 mg. © | yper 


Supplied in bottles of 100 tablets. 
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Esidrt1 1X gives anxiety-ridden hyperten- 


sive patients the pronounced central calming action they need while it brings 
heir blood pressure down to lower levels than can usually be achieved 
with single-drug therapy. And the antihypertensive effect is faster—blood 
pressure generally begins to fall within the first few days of therapy. In 
addition, Serpasil-Esidrix controls the tachycardia that often accompanies 
hypertension. SUPPLIED: Serpasil-Esidrix Tablets, each containing 0.1 mg. 
Serpasil and 25 mg. Esidrix. (reserpine and hydrochlorothiazide c1BA) 
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RobaxXini iwsecrasiz 


BMethocarbamol ‘Robins’ U.S. Pat. No. 2770649 


potential”® for prompt relief, usually within minutes after administration.’ 


Maintain pain-free relaxation — 
WITHOUT DROWSINESS -— with 


Robaxin 


Methocarbamol ‘Robins’ U.S. Pat. No. 2770649 


For initial relief, or to maintain relaxation originally induced by ROBAXIN 
Injectable. Highly potent and long acting?:*—and virtually free from causing 
rowsiness, or other adverse side effects.!:2:3.6 For one group of patients with 
low back disorders, ROBAXIN Tablets shortened hospital stay an average of 
4.54 days per patient. 


Nix PuBLIsHeD Stupies with 374 patients show RoBAxIN Injectable and 
Robaxtn Tablets beneficial in 90% of cases.!-9 


Literature available to physicians on request. 


b “safe, convenient medication’’® for “immediate relaxation”*® of acute skeletal muscle spasm. Has “a high 


SUPPLY: RosBaxINn Tablets, 0.5 Gm. 
(white, scored) in bottles of 50 and 500. 
RoBAXIN Injectable, each ampul con- 
taining 1.0 Gm. of methocarbamol in 
10 ce. of sterile solution. 


REFERENCES: 1. Carpenter, E. B.: Southern 
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Whatever the measure of your patient’s pain 
(and fear of pain), Phenaphen’s four formula- 
tions provide a virtually complete-“analgesic 
armamentarium” for dependable relief. Syner- 
gistic enhancement gives each dosage strength 
its own maximal effectiveness and tolerance— 
often sparing recourse to morphine. Adjustable 
dosage (1 or 2 capsules as needed) helps control 
fluctuating intensity. 
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Making today’s medicines with integrity ... seeking tomorrow’s with persistence 


CODEINE 


for maximum safe analgesia (%, %, 1 gr.) 


In each capsule of 


In each capsule of In each capsule of 


at PHENAPHEN NO. 2 PHENAPHEN NO. 3 PHENAPHEN NO. 4 
2 etylsalicylic acid (2% gr.) 162.0 mg. Phenaphen with Codeine Phenaphen with Codeine Phenaphen with Codeine 
een (Ser) 194.0 mg. Phosphate 1% gr. Phosphate 1% gr. Phosphate 1 gr. 

GF.) ............ 16.2 mg. 

sulfate. 0.031 mg. 
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WRITE FOR FREE PROOF. 


ENGRAVING 


BIRMINGHAM, ALA. 


3201- 4th AVE. $0, 


FEBRUARY 


for therapy 
of overweight patients 


d-amphetamine 
depresses appetite and elevates mood 


meprobamate 


eases tensions of dieting 
(yet without i 
or barbiturate hangover ) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite contra 


Each coated tablet (pink) contains: meprobamate, 400 mg.; d-amphetamine sullote, § 
Dosage: One tablet one-half to one hour before eoch meal. 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New Youn 


Continued from page 246 


Shull, Jefferson City, and Harry Cohen, Kansas City, 
were elected to 3 year terms on the Board of Directors. 
Dr. Norman Eversoll was elected as 2 Delegate to the 
American Academy of General Practice. 


Dr. Robert B. Bassett, President of the St. Louis 
Medical Society, has been appointed by Governor Blair 
as a member of the Missouri State Hospital Advisory 
Council to the Missouri State Division of Health for a 
term of 2 years. 

Dr. C. Howe Eller, St. Louis County Health Com- 
missioner, has been elected to the Board of Directors 
of the Tuberculosis and Health Society of St. Louis. 

Dr. Stanley London, St. Louis, has been made a Fel- 
low in the American College of Surgeons. 

Dr. Dillard M. Eubank was elected President of the 
medical staff of the Baptist Memorial Hospital in Kan- 
sas City. Other officers elected included Dr. Joseph C. 
Williams, Jr., Vice-President; Dr. Dale O. Smith, Sec- 
retary; and Dr. Herbert H. Virden, Treasurer. 

The staff of Trinity Lutheran in Kansas City has 
elected Dr. Berneil W. Andrews, President; Dr. Milton 
B. Casebolt, President-Elect; and Dr. Earl R. Knox, 
Secretary-Treasurer. 


Dr. Harmon U. Sanders, Kansas City, has been certi- 
fied as a Diplomate of the American Board of 
Ophthalmology. 


Dr. Claude J. Hunt, Kansas City, has been elected a 
Vice-President of the United States Section, Interna- 
tional College of Surgeons. 


Dr. Paul S. Hines, Kansas City, has been elected 


Editor of the Bulletin of the Mid-Continent Psychiat 


Association, regional affiliate society of the Amerigimma 


Psychiatric Association. 


Dr. Milton C. Peterson, Kansas City, was re-elecigmm 


to a 4 year term as a Director of the American Boa 
of Anesthesiology. 


Dr. Oliver F. Bush, Columbia, was elected Seconm 


Vice-President of the American Society of Anesthiem 2 


ologists, Inc. 

The University of Missouri Medical Center has am 
nounced 6 new appointments. Dr. Fred V. Lucas iam 
been appointed Professor of Pathology; Dr. Harry @ 
Stoeckle, Associate Professor of Pediatrics; Dr. Robem 
T. Dale, Assistant Instructor and First Year Residem 
in Pathology; Dr. William T. Griffin, Assistant 1 
structor and First Year Resident in’ Obstetrics aaa 
Gynecology; Dr. Herbert J. Schmidt, Assistant Instat 
tor and First Year Resident in Obstetrics and Gymg 
cology; and Dr. Robert D. Williams, Assistant Instr 
tor and First Year Resident in Pediatrics. 

New officers of the Southwest Missouri Chapter @ 
the American College of Surgeons are: Dr. Robert 
Duncan, Springfield, President; Dr. Robert Maleg 
Springfield, Vice-President; Dr. Charles E. Lockhat® 
Springfield, Secretary-Treasurer; and Dr. Joseph @ 
Siceluff, Springfield, Dr. Norman Barnett, Joplin, am 
Dr. Irwin T. Craig, Joplin, Councilors. 


The St. Louis Dermatological Society has electem 
Continued on page 72 
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*...BETTER RESULTS THAN EVER BEFORE...’* IN 


OTITIS EXTERNA 


AND CHRONIC OTITIS MEDIA WITH 


| ANTIBIOTIC / ANTIFUNGAL EAR DROPS [= 


3.5 mg. neomycin (from Ic / and 50 mg. sodium propionate per cc. — in 15 cc. dropper bottles 
*Lawson, G. W.: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 199 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY (Ezz sh | 
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1 DEXAMETHASONE \ 
ti 


22 were successfully | 
treated with Decadron” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 

|| 2. Bunim, J. 5., et al.: Paper read before the Am. Rheum. Assoc., 

San Francisco, Calif., June 21, 1958. 

| *Cortisone, prednisone and prednisolone. 

DECADRON is a trademark of Merck & Co., Inc. 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Additional information on DECADRON is available to physicians on request. 


| @ Merck Sharp & Dohme 
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“to other corticosteroids* 
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CONTR OL CONGESTION 


Incree 
a Narcotine affords selective RHINALL 
upwal 
; control of the cough reflex. COUGH 
SYRUP come 

7 @ non-toxic @ non-habit forming makes cough ‘ 
4 © free from side effects more productive And i 
soothes that 
: Each 5 cc. teaspoonful contains: bronchial the re 
; Phenylephrine Hydrochloride . . . 5.0 mg. Throu 
Pyrilamine Maleate. . . . . 
Sodium Citrate . . . . 25mg. that 

RHINOPTO COMPANY - Dallas, Texas é 


| _ANTITUSSIVE * DECONGES VE EXPECTORANT Spirat 
Is, to 


Robitussin helps remove the cause of cough’ 


Glyceryl guaiacolate (Robitussin) exerts ‘‘the most 
intense and prolonged’? expectorant action “‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spitatory Tract Fluid almost 200 per cent.? 


Increased R.T.F. helps liquefy sputum,24 making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.35 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages.'3.6 


Through these ‘“‘significantly superior”? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 


is, to remove irritants such as exudates or mucus 
from the respiratory tract.1-45 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin’ A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 
Exempt narcotic 

references: 1. sianchard, K., and Ford, R. A, Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 


3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
Vol. 52, No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 


A. H. Robins 


Company Inc., Richmond = Va. 
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pernicious anemia 


The easiest way of counting 
the activity in a urine 
sample is to put it in a 
standard 1000 cc bottle and 
to place it on top of a well- 
type scintillation detector 
with a large crystal. We 
have such a detector, with 
2" lead shielding for low 
background and a recessed 
area 414" in diameter on 
top of the crystal to hold a 
standard 1000 cc solution 
bottle. A splash guard is 
included to prevent 
contamination of the crystal. 


or 


A small dose of Cobel 
labelled Vitamin By 
given orally, followed 
about 2 hours by inact 
Vitamin By give 
parenterally. The 
collected for 24 hours aie 
a 1000 cc sampe® 
compared to a standani 
An abnormally sm 
concentration of activityi 
the urine is indicative 
pernicious anemiag 
intestinal malabsorpti 
A repeat of this testall 
about four days 
“intrinsic 
concentrate mixed with the tam 
Vitamin Bj: will result in normalal 
activity if the diagnosis is pernigm 
anemia, but will continue to shows 
activity if intestinal malab sorptiog 
such as sprue, is indiga 


IF IT HAS TO DO WITH RADIATION 
iT HAS TO DO WITH PICKER 


PICKER NUCLEAR INSTRUM ie 
25 South Broadway, White Pla 
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FRENCH 


in gastroenteritis 


COMPAZINE’ 


brand of prochlorperazine 


stops nausea and vomiting promptly— 


usually during the first day of therapy; often after 
a single dose. Concomitant calming effect relaxes 
your patient. Side effects are minimal in the 


recommended dosage range. 


A dosage form for every antiemetic need: 
Tablets, Spansule® capsules, Ampuls, 
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Fostex’ 


e _ treats their 


© while they 
wash 


degreases the skin helps remove blackheads dries and peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 


oe G FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS + Buffalo 13, New York 
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FURACIN 


brand of nitrofurazone 


INSERTS 


(FORMERLY FURACIN URETHRAL SUPPOSITORIES) 


0.2% Furacin and 2% diperodon + HCl, 
an efficient local anesthetic, in a water- 
dispersible base. Each hermetically 
sealed in silver foil, box of 12. 


“extremely convenient and effective” . . . 
“for topical treatment of infections in 
relatively inaccessible body orifices or 


wound sinuses” 


Gilliotte, B. W.: Clin. Med. 6 :223, 1959 


NOW PRESCRIBED FOR ® draining wound sinuses (surgical or traumatic) 
; = juvenile vulvovaginitis = infections of the nares, external auditory 
canal, endocervix and anorectum «= as well as for urethral indications 


= provide adequate antibacterial concentrations at hard-to-reach sites of 
infection = relieve local pain and discomfort = slender, tapered shape 
permits easy introduction 


NITROFURANS...a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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ing 
THE Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms 

in 15-20 minutes e effective for 6 hours or longer 

e@ promotes expectoration e rarely constipates 

@ agreeably cherry-flavored 
- EFFECTIVE ‘~\ Each teaspoonful (5 cc.) of Hycomine* contains: 

Hycodan® 
WITH THE ‘ Dihydrocodeinone Bitartrate . 5 mg. 
NGESTANT (Warning: May be habit-forming) 6.5 mg. 
HRINE Homatropine Methylbromide 1.5 mg. 

Pyrilamine Maleate . . 
Ammonium Chloride . ... . . . 60mg. 
Sodium Citrate... 


Supplied: As a pleasant-to-take syrup. May be habit- 
forming. Federal law permits oral prescription. 


Literature 
on request 


Bree LABORATORIES Richmond Hill 18,.New York 
*ULS. Pat. 2,630,400 
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Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc Nutley 10 N.J. 
GANTRISIN?—brand of sulfisoxazole ROCHE® 


4a 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


«+. Suppresses appetite ... elevates mood 
... reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


sulfate, 5 mg. 


Each coated tablet (pink) contains: 400 mg. 
Dosage: One tablet one-half to one hour before each mecl. 


<= 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


FEBRUARY 1960 


CORNELL UNIVERSITY MEDICAL COLLEGE 


announces 
The Fifth Annual Postgraduate Course in 


THE TREATMENT OF FRACTURES AND OTHER TRAUMA 


at 


THE HOSPITAL FOR SPECIAL SURGERY 
AND NEW YORK HOSPITAL - CORNELL 
June 13-18, 1960 


This six-day course is given annually by members of 
the Cornell University Medical College faculty, serving 
on the staff at the Center hospitals. In addition to 
fractures and dislocations, the program offers a com- 
prehensive review of the treatment of other traumatic 
conditions, including burns, shock, hand injuries, and 
trauma to abdomen, chest and nervous system. 

Living accommodations will be available to tgraduate 
students and their wives in the Cornell Medical Student 
Residence, Olin Hall, at $3.00 per person per night. 


TUITION: $150.00—Enrollment limited 


For further information write to: 
DR. PRESTON A. WADE 
Cornell University Medical College 
1300 York Avenue 
New York 21, New York 


Continued from page 58 


Dr. Calvin C. Ellis, President; Dr. Lawrence K. Hal- 
pern, Vice-President; and Dr. James C. Sisk, Secretary. 

Dr. Paul F. Fletcher, St. Louis, has been named a 
hereditary knight commander of justice of the Knights 
of Malta for his service to mankind in helping pub- 
licize the Papanicolaou test. 


The Washington University Medical Society has 
elected Dr. Sol Sherry, St. Louis, as Vice-President. 


The new President of the Christian Civic Founda- 
tion of Madison County is Dr. C. E. Michaelis, Fred- 
ericktown. 


Dr. Preston C. Hall, St. Louis, has been chosen 
President-Elect of the Mississippi Valley Medical So- 
ciety. Dr. J. M. Martt, Columbia, is Vice-President for 
Missouri. 

Officers of the Kansas City Southwestern Clinical 
Society include: Dr. Jack H. Hill, President-Elect; Dr. 
Harold V. Holter, Vice-President; Dr. Sam B. Chap- 
man, Secretary; Dr. T. Reid Jones, Treasurer; Dr. 
William T. Sirridge, Director of Clinics; Dr. Hector 
W. Benoit, Jr., Director of Clinics-Elect; Dr. Kenneth 
C. Hollweg, Associate Director; and Dr. James R. Mc- 
Vay, Jr., Editor of the Journal. 

Dr. Ross Melgaard has been installed as Kansas 
City Regional Executive of the Sports Car Club of 
America. 

New officers of the Medical Staff of Queen of the 
World Hospital in Kansas City are Dr. Bruce P. Mc- 
Donald, President; Dr. Royall B. Fleming, Vice-Presi- 


dent; Dr. Mark M. Marks, Secretary-Treasurer. Mem- 
bers of the Executive Committee are Drs. Emery 
Calovich, Robert Owens, C. M. Peterson, Samuel Rod- 
gers, James Johnson, Florence MacInnis, Morris Har- 
less, Starks Williams, William Mixson, Arthur Smith, 
and Victor Buhler. 

The Greater Kansas City Society of Internists has 
elected the following officers: Dr. B. Albert Lieber- 
man, Jr., President; Dr. Don Carlos Peete, President- 
Elect; Dr. Blaine Z. Hibbard, Secretary; and Dr. Al- 
bert I. Decker, Treasurer. 

New officers of the Medical Staff of St. Mary's Hos- 
pital in Kansas City include: Dr. James D. Bennett, 
President; Dr. Maurice F. Perll, Vice-President; Drs. 
D. F. B. Campbell and H. Kermit Knoch, Secretary- 
Treasurer. Members of the Joint Conference Staff are: 
Drs. James H. O’Neil, Quentin Cramer, David F. 
Eubank, R. F. Worthmann, and Nicholas Jaime. 

Dr. Kenneth K. Keown, Columbia, Professor of 
Anesthesiology at the University of Missouri Medical 
Center, has been elected First Vice-President of the 
American Society of Anesthesiologists. He is also 
Chairman of its Committee on Medical Schools and 
Residency Programs. 

Two new appointments have been made at the Uni- 
versity of Missouri Medical Center. Dr. Ezra R. Sin- 
ger is Assistant Instructor and Second Year Resident 
in Surgery and Dr. Jefferson C. Davis, Jr., is Assistant 
Instructor and First Year Resident in Surgery. 

The combined medical staffs of St. Mary’s, Firmin 


Continued on page 74 
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the buffered acid vaginal douche 


st with low surface tension 
mery 
oe Surface tension of Massengill Powder in 
mith, standard solution is 50 dynes/em., com- 
pared to vinegar at 72 dynes/em. This low 
+ has surface tension enables Massengill Powder 
re to penetrate and cleanse the folds of the 
Al- vaginal mucosa. It also makes cell walls of 
infecting organisms more susceptible to = 
Hos- 
therapy. 
_ Massengill Powder is mildly astringent and 
are: soothing to inflamed tissue. Patients like 
1 F. its clean, refreshing odor. 
of Valuable adjunct in management of monilia, 
trichomonas, staphylococcus and streptococ- 
also 


cus vaginal infections 


4 
contains: Ammonium Alum, Boric 
Sin- Acid, Phenol, Menthol, 
ant » Thymol, 
Eucalyptol, and Methyl 
THE s.€. Miasseneitt company 
Bristol, Tennessee « New York « Kansas City - San Francisco Spe 


The normal vagina has a pH of 8 to 4.5, 
but an infection usually causes the PH to 
rise. An alkaline mucosa neutralizes a sim- 
ple, unbuffered acid douche like vinegar 
within 30 minutes. 


In contrast, the buffered acid douche solu- 
tion of Massengill Powder (pH 3.5 - 4,5) 
resists neutralizing. The normal, low pH is 
maintained for 4 to 6 hours in ambulant 
patients and as long as 24 hours in recum- 
bent patients, This low pH inhibits the 
propagation of monilia, trichomonas vagi- 
nalis, and pathogenic bacteria, but permits 
growth of the beneficial Diderlein bacillus. 


THE company 
Bristol, Tennessee - New York + Kansas City - San Francisco 
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VOLUME 53 


reaches 

all nasal and paranasal 
membranes 
systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 
+ in allergic reactions of the 

upper respiratory tract 


Triaminic*’ is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

+ provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


first— the outer layer 
dissolves within 
minutes to produce 

3 to 4 hours of relief 


then— the core 
disintegrates to give 3 to 
4 more hours of relief 


SOUTHERN MEDICAL JOURNAL 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCl.................... 50 mg. 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
dren I to 6 — ¥% tsp.; Children under 1 — % tsp. 


1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 
3. Farmer, D. F,: Clin. Med. 5:1183 (Sept.) 1958. 


the leading oral nasal decongestant... 
e 
Criaminic’ 
timed-release tablets and juvelets 
also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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prescription 
for 
overweight patients 


meprobamate plus d-amphetamine 


.. depresses appetite ... elevates mood ... cases 
sions of dieting . . . without overstunulation, 
_insommia, or barbiturate hangover. 


anorectic-ataractic 


WITH D-AMPHETAMINE SULFATE LEDERLE 


LEDERLE 
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Desloge and Mount St. Rose Hospitals have elected the 
following officers: Dr. Willard Bartlett, President; 
Dr. Herbert Sweet, Vice-President; and Dr. Joseph 
Finnegan, Secretary. 

New members of the St. Louis Medical Society arg 
Drs. Donald E. Beckham, William R. Cole, §, & 
Browning III, William I. Goettman, John A. Head 
rick, Frank E. Hunleth, Charles L. Long, Jr., John E 
McGee, and Gerald B. Lee. 

Officers of the St. Louis Academy of General Prag 
tice include: Dr. Eugene W. Hall, President; Dr. Wik 
bur A. Mullarky, Vice-President; Dr. Eugene 4, 
Edele, Secretary; Dr. Joseph F. Trigg, Treasurer; and 
Drs. Leo L. Wacker, Eugene V. Henschel, and Charles 
K. Holbrook, Board Members. 

Dr. C. H. Kilker has been elected Chief of Staff of 
the Missouri Baptist Hospital in St. Louis. Other offi. 
cers include Dr. Warren Lohnegran, Secretary; Dr 
Robert M. Smith, Associate Chief of Staff; and Drs, 
Preston C. Hall, George Anstey, Drennan Bailey and 
Edward M. Cannon, Members of the Executive Com 
mittee. 


NORTH CAROLINA 


Dr. Ozmer L. Henry, Jr., Instructor in Preventive 
Medicine and Associate in Clinical Internal Medicine 
at the Bowman Gray School of Medicine, has been 
appointed to a “jury” of the American College Health 
Association to review surveys of the student health 
services in colleges throughout the country. 


Jas. N. BRawner, Jr., M.D. 
Medical Director 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


ALBERT F. Brawner, M.D. 
Associate Director 
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BUTIBEL 


antispasmodic-sedative 


quiets the spastic colon, through gentle se- 
dation of BUTISOL Sodium® butabarbital 
sodium 15 mg. and the relaxing action of 
natural extract of belladonna 15 mg. 


BUTIBEL TABLETS - ELIXIR - PRESTABS® BUTIBEL R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


Dr. Norman M. Sulkin, Chairman of the Depart- 
ment of Anatomy of the Bowman Gray School of 
Medicine, was appointed Chairman of the Section on 
Biological Science of the Gerontological Society. He 
was also appointed as a senior member on the Gov- 
erning Council, representing the Biological Section 
and the Editorial Board of the Journal of Geron. 
tology and the Gerontological Newsletter. 

New officers of the Randolph County Medical So- 
ciety are: Dr. E. D. Shackelford, President; Dr. W. H. 
Fowle III, Vice-President; and Dr. Luke Eller, Secre- 
tary-Treasurer, all from Asheboro. 

Dr. John J. Wright, Chapel Hill, has been elected 
Secretary-Treasurer of the American College of Pre- 
ventive Medicine. 


OKLAHOMA 


Dr. Vernon D. Cushing, Councilor from Oklahoma 
to the Southern Medical Association and Associate 
Professor of Medicine at the University of Oklahoma 
School of Medicine, has taken office as President of 
the Oklahoma City Clinical Society. 

Dr. Kelly M. West, Chairman of the Section on 
Medicine of the Southern Medical Association and 
Assistant Professor of Medicine at the University of 
Oklahoma Medical Center, has been appointed Pro- 
gram Director of a medical center training program 
in diabetes and closely related fields which is sup- 
ported by the National Institute of Arthritis and 
Metabolic Diseases. 


Dr. Robert H. Bayley, Professor of Medicine at the 
University of Oklahoma School of Medicine, has been 
cited by the American Heart Association for “distin- 


guished service to research.” The award recognized his 
contributions as a member of AHA’s Research Com- 
mittee for the past 5 years. 


The American Medical Association’s General Prac- 
titioner of the Year is Dr. Chesley M. Martin, Elgin. 


Dr. John E. Heatley, Oklahoma City, has been 
named Professor Emeritus of the Year by the Alumni 
Association of the University of Oklahoma School of 
Medicine. Dr. John R. Taylor, Kingfisher, was in- 
stalled as President-Elect of the Association. Other 
officers elected included: Dr. W. F. Lewis, Lawton, 
Vice-President; Dr. Samuel T. Moore, Oklahoma City, 
Secretary; and Dr. Wayne A. Starkley, Altus, Treasurer. 
New trustees are Dr. Hillard E. Denyer, Bartlesville; 
Dr. O. L. Parsons, Lawton; Dr. Malcolm Mollison, 
Altus; and Dr. William T. Snoddy, Oklahoma City. 


New appointees to the University of Oklahoma 
School of Medicine faculty are Dr. Bertrand Ray 
Worsham, Clinical Assistant in Psychiatry, Neurology 
and Behavioral Sciences; and Dr. Herbert Beecher 
Hudnut, Jr., visiting lecturer in Preventive Medicine 
and Public Health. 


SOUTH CAROLINA 


Dr. Leroy Webb, Greenville, has been elected Presi- 
dent of the Greenville General Hospital Alumni As- 
sociation. Dr. John Folger, Brevard, is Vice-President; 
and Dr. W. W. Edwards, Greenville, Secretary; and 
Dr. J. K. Kebb, Greenville, Program Chairman. 


Two new Fellows of the American College of Sur- 


geons are Dr. W. S. Smith, Colleton; and Dr. William 
S. Lyles, Winnsboro. 


Continued on page 84 
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and allied 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
eminence of Butazolidin among thc 
potent non-hormonal 

antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 
marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce : 
signs of hormonal imbalance. ae 


Butazolidin® (brand of Peete: 

Red-coated tablets of 100 m; 

Butazolidin® Alka: containing 

Butazolidin® 100 mg. ; dried aluminum 

Sperone gel 100 mg. ; magnesium trisilicate 
0 mg. ; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords NICOZOL contains pentylenetetrazol 


prompt relief of apathy. Patients generally look ane: 

better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 
No dangerous side effects. 


Supply: Capsules Elixir 


DRU G Write for professional sample and literature. Page 669 
C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 


Dedicated to Serving the Southern Physician 
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* OTITIS MEDIA 


BRONCHITIS 


FEWER TREATMENT FAILURES IN RESPIRATORY TRACT INFECTIONS 


BACTERIAL 
PNEUMONIAS 


“,.. outstanding advantages over many previously 
accepted chemotherapeutic and antibiotic agents 


BRAND OF FURALTADONE 


991 


effective perorally against the majority 
of common infections caused by pathogenic bacteria 
including the antibiotic-resistant staphylococci 
Atarur is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 


1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). 


THE NITROFURANS ...a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 


TONSILLITIS 
- | 
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in severe mental and emotional stress, 
Thorazine’, one of the fundamental drugs 


brand of chlorpromazine 


in medicine, provides prompt control of 
symptoms—especially agitation and 
hostility. SMITH 


KLINES 
FRENCH 


\ 


| 
| 
| 
‘ 
> 
i? 
q 
j 
vt: =). 
> 
: 
i 
\ 


1960 


VOLUME 53 


SOUTHERN MEDICAL JOURNAL 


31m 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINE@ (succinylsulfathiazole)—an ideal adjunct to neomycin because itis highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND SUL ARE TRADEMARKS OF MERCK & CO., INC. 
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anziety 
only SANBORN makes all three cmbin 
often 
To the physician whose practice requires an “office take on house calls, no instrument is useful unless it is I 
standard” electrocardiograph of wide clinical usefulness, truly portable—and completely dependable trip after trip. a contr 
an instrument with such diagnostic advantages as dt as it ca 
two speeds, three recording sensitivities and provision 
strument designed with his particular needs in mind: Acts sw 
for recording other phenomena will prove most logical. 
: ‘ : the 2-speed “office standard” Model 100 Viso-Cardiette days, U 
To the hospital nurse who must continually bring an 

... its mobile counterpart, the Model 100M Mobile Viso- take tw 
electrocardiograph to the patient’s bedside, no instru- Cardiette nd the 18 d Model 300 Visette. Onl: . . 
ment is quite so useful as the completely self-contained, ak immedi: 
mobile one that can be effortlessly rolled in and out of ee ee a few d 
elevators, up and down ramps and corridors. And to the Descriptive Literature and Prices on request, from your A 
doctor who must have an ECG that he can pick up and Sanborn Branch Office, Service Agency or the Main Office. mrs 

chan 
SAN BORN Y 
MEDICAL DIVISION, 175 Wyman St., 54, M 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the quick, 
smooth action of Deprol, 
her depression is re- 
lieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression... 48 it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...swiftly and safely 


Balances the mood — no “seesaw” effect of amphetamine- 
barbiturates and energizers. While amphetamines and en- 
ergizers may stimulate the patient — they often aggravate 
anxiety and tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts depression 
as it calms anxiety — both at the same time. 


Acts swiftly — the patient often feels better within a few 
days. Unlike the delayed action of other drugs which may 
take two to six weeks to bring results, Deprol’s smooth, 


immediate action relieves the patient quickly — often within’ 
a few days. 


Acts safely — no danger of liver damage. Deprol doesn’t 
produce liver damage, hypotension, psychotic reactions or 
changes in sexual function — frequently reported with other 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be grad- 
erage up to 3 tablets q.id. Composition: 1 mg. 2-diethylaminoethyl 

te hydrochloride (benactyzine HCl) and 400 mg. meprobamate. Supplied: 
Bottles of 50 light-pink, scored tablets. Write for literature and samples, 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate 
the patient, 
but often in- 
crease anxiety 
and tension. 


° WALLACE LABORATORIES 


AMPHETAMINE- 
BARBITURATE 
combinations 
may control 
overstimula- 
tion but may 
deepen de- 
pression. 


New Brunswick, N. J. 


q 
a 
a 
x 
TS + 
ANXIETY 
| 
| 


84 SOUTHERN MEDICAL JOURNAL 


CLASSIFIED ADVERTISEMENTS 


WANTED—General practitioner or internist for Out- 
patient Department of VA Hospital, Birmingham, 
Alabama. Female physician acceptable. Stimulating 
medical center atmosphere, scheduled 40-hour work 
week, desirable vacation and retirement benefits, good 
Opportunity for advancement. Salary according to 
qualifications. Must be U. S. citizen. Write Director, 
Professional Services, VA Hospital, Birmingham, Ala- 
bama. 


RADIOLOGIST WANTED—Fstablished 10 man group 
whose practice is primarily office diagnostic and hos- 
pital work. Located in Southwest Virginia and group 
is closely associated with an excellent 150 bed ACS 
approved hospital. Salary offered for first year fol- 
lowed by group partnership after first year. Diagnostic 
and therapy x-ray equipment and facilities considered 
excellent. Contact CHS, c/o SMJ. 


INTERNIST WANTED — ‘Small Southern Virginia 
town; nearby teaching and recreational facilities; ex- 
panding clinic and hospital (privately owned). Open 
salary two years; then partnership with excellent fi- 
nancial future. Needed now but will wait for proper 
man. Contact RDW, c/o SMJ. 

AVAILABLE—Well established and active general 
practice with x-ray, B.M.R., Whirlpool, E.K.G., etc. 
Western Maryland; hospital coverage, educational op- 
portunities; hunting, fishing, swimming, winter sports 
very good. No cash required. Contact VG, c/o SMJ. 


FEBRUARY 196 


Continued from page 75 
TENNESSEE 


The Memphis Thoracic Society has elected the fo}. 
lowing officers: Dr. Samuel Phillips, President; py 
Robert P. McBurney, Vice-President; and Dr. William 
G. White, Secretary-Treasurer. 

Dr. Roland H. Alden, has been named to the 
newly created position of Associate Dean of the Grad. 
uate School for Medical Sciences of the University of 
Tennessee College of Medicine. 


Dr. Eugene Abercrombie, Knoxville, has been 
elected President of the East Tennessee Radiological 
Society. Dr. James R. Range, Johnson City, is Vice. 
President; Dr. John M. Higgason, Chattanooga, Pres- 
dent-Elect; and Dr. J. Marsh Frere, Jr., Knoxville 
Secretary-Treasurer. 

Dr. Addison B. Scoville, Jr., Nashville, has been 
appointed Governor for the State of Tennessee for 
the American Diabetes Association. 

Dr. Luther Fay Prichard, Only, was recently honored 
by the University of Tennessee for 50 years in the 
practice of medicine. . 

Dr. Jack Chesney has been chosen President-Elect 
of the Knoxville Academy of Medicine. He succeeds 
Dr. Charles Smeltzer, the 1959 President-Elect, who 
is serving as President during this year. Dr. Richard 
Sexton is Vice-President, and Dr. Ralph Monger was 
re-elected Secretary-Treasurer. 


Officers of the Medical Staff at Baptist Hospital in 
Continued on page 90 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


Cherleston Mental Health Center 
1119 Virginia St., Charleston, W. Va. 
B. B. Young, M.D., Director 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 


James P. King, M.D., Director 


AFFILIATED CLINICS 


William D. Keck, M.D. 

Edward W. Gamble, Ill, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


Beckley Mental Health Center 
109 E. Main St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Norton Mental Health Clinic 
Norton Community Hospital, Norton, Va. 
Pierce D. Nelson, M.D., Director 
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tastes good! Each daily 
cherry-flavored 
Lysine-Vitamins Leder teaspoonful dose (5 cc.) contains: 


I-Lysine HCI 300 mg. 
help restore the normal blood picture — iron as ferric 


pyrophosphate to restore or maintain normal hemoglobin. 
boost appetite and energy vitamins . ..Bi, Be and Biz. 


Pyridoxine HCI (Be) .......... 5 mg. 
Ferric Pyrophosphate 
(Soluble) 


( 250 mg. 
upgrade low-grade protein —cereals and other low Iron (as Ferric ite)..30 
protein favorites of children, upgraded by I-Lysine, 5 
work with meat and other top protein to build Alcohol 0.75% 


stronger bodies. Bottles of 4 and 16 fi. oz. 


Bare) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Th. ROBERTS, J. AR 


AND WOODWARD, 


THERAP, 116-46 
AND YOUNGKEN, 

AL: J. AM. CHEM, $08 
OC. 77.4687 1955 

J, AM. PHARM. A.  SCIENT. 
AM. CHEM, $08 

| TAMELEN, AND 

2 (1955; 34. BEIN, H. ANN, 

(1955; 36. CHEN, G.; ENSOR, 

JAMA, 159.720 (1955 38. 

G.; ORCUTT, J. A., AND TOEKES, |. M.: PROC. SOC, 

C. M.: J. PHARMACOL. & EXPER. THERAP. 115.55 :1959), 41, FORE 
REC. & ANN. 47.608 (1953 ; 42 | | ACAD. SCI, 59:22 (1954); 43, GAUNT, ET AL: AM. J, PHYSIC 


$2.63 (13 4 GO ) PROC. SOC. EXPER. BIOL. & MED. 90:196 (1955 45. GOODMAN 
ND GILMAN OND ED., MACMILLAN COMPANY, NEW YORK, P. 587 (1959, 
BIOL. & MED. 85.4463 (954, 47. KILLAM, K AND 
DOVE, ALE, AND SMIRK, F. Hs CIRCULATION 11:16] (1955 ; 49. MONROE 
$0. PLUMMER A.J; ET AL: ANN.N. ACAD. SCI. 59.8 (1984); 51. RINALDI, AND 
© Only time and clinical acceptance truly define whether (1954; 53. SCHNODER, A, AND 
a drug is safe and effective. Of the many Rauwolfia °°) (905 , 5S. SCHNEIDER 
A. °C) compounds, there is one alkaloidal fraction capable of 1955 ; 57, SCHWART2SAUM 
proc. OC producing antihypertensive benefits with minimal side | (1954 ; 59. WE 
WILSON. WA, 22. effects, purified alseroxylon complex (RAUTENSIN®).! (1954; 61. 
ANN. N.Y, ACAD. SCL This compound is less likely to cause such side £; McCONN, & G; WOM 
L, AND MOYE) effects as mental depression, lethargy, listlessmess, ? ; 65. FINNERTY, F A. JR: AM 
J. MEO. 17.269 1954. 66. and drowsiness consistently reported with reserpine. 67. FO%D, ¥. AND MOYER 
GP {2953}, 68. FOR IN MILD HYPERTENSION AMERICA 38.363 1950 


N. 
GENEST, J; ADAMKIEWICZ, R A | I 'H) N S| N 71, LPSETT, M. B.; LEZINE 
AND GOLOMAN, R.. CALIFO 'LKINS, R. W.: ANN, INT. MED. 


(Tablets containing 2 mg. purified alseroxylon complex) 
$974 BA N INER 173.84 (1954 ; 76. WILKINS, ROM 
1952 BAKKE, ANC IN MODERATE TO SEVERE HYPERTENSION NER 173:84 {199 


AND JUDSON, W. 6: TRA ® OC. NEW ENGLAND CARDIOVAS. Sim 
BOSTON, MASSACHUSETTS RAI | \ i | A XTOR 20.359 11983), 79. DUNCAN 


PANEL DISCUSSION ON Ht (Tablets containing 1 mg. Rautensin and 3 mg. alkavervir) : 80. MILLER, 8. i FORD, &. ¥., AND 

MOYER, J. H: NEW 

GARBER, WEST. J. SUR( MIA i907, Wiimote 307, 3967. mw |. & MED. 89.57 (1955). 85. FREIS, 
M. SOC. 55:31. 1958. 6. FORD, R. V. AND MOYER, J. H: POSTGRAD. MED. 23:41, 1958.. 

NEW ENGLAND J MEO. 25 SMITH-DORSEY - a DIVISION OF THE WANDER COMPANY + LINCOLN, NEBRASKA ‘Ri, 1. BRIT. M. J. 1.791 1949, & 


FORD, AND MOYER, J. AM. HEART J. 46:754 (1952", 69. AND JUDSON, W, NEW ENGLAND J. MEO. 248.48 
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theobromine 


phenobarbi 
reserpine 


the first eS thereafter not more than 
2% tablets daily. 


MANPELT & BROWN, INC., Richmond, Virginia 


in eight years Novahistine hasn't cured a single cold—but it has brought 
prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect"’ 
prescribe Novahistine LP Tablets... which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine Prescriptions since 1952. 


i PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. « Indianapolis 6, indiana 


Novahistine 


LONG-ACTING 


4 
Trademark, 
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Continued from page 84 


Memphis have chosen the following officers: Dr. 
Francis Murphy is President; Dr. R. Beverley Ray is 
President-Elect; Dr. William P. Maury, Vice-President; 
Dr. George Livermore, Jr., Secretary; and Drs. W. E. 
French and M. L. Trumbull, members-at-large of the 
Executive Committee. 

Dr. Chalmer Chastain, Cleveland, has been elected 
Advisory Director of the Greater Tennessee Corpora- 
tion. 

Two Memphis doctors have been elected Fellows of 
the American Academy of Pediatrics. They are Drs. 
Emmett D. Bell, Jr., and Eugene U. Epstein. 

Dr. R. H. Elder, Cedar Hill, is the new President 
of the staff of the Jesse Jones Hospital in Springfield; 
Dr. John M. Jackson, Springfield, is Vice-President. 

Dr. Clyde R. Kirk, Chattanooga, has been elected 
to the American College of Surgeons. 

Dr. Lee Cayce, Nashville, is the new President of the 
David Lipscomb College Alumni Association. 

Dr. Ben J. Alper, Nashville, has been elected Presi- 
dent of the Middle Tennessee Arthritis and Rheuma- 
tism Foundation. 

Two Chattanooga surgeons, Drs. J. E. Johnson and 
Edward E. Reisman, Jr., have been admitted as Fel- 
lows to the International College of Surgeons. 


Dr. J. Paul Baird, Dyersburg, has been named Chief 
of Staff of Parkview Hospital at Dyersburg. Dr. Pat- 
rick Widdis, Newbern, was named Assistant Chief of 
Staff and Dr. W. I. Thornton, Dyersburg, is Secretary. 
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Dr. John P. Lindsay, Nashville, has been appointall 
to the Advisory Committee of the Cancer Contrald 
Program of the Public Health Service. 

Dr. James B. Ely, Knoxville, is the new President ott 
the Knox County Unit of the American Cancer So-' 
ciety. 

Dr. Carl Henry, Kingston, has been elected to tha 
Board of Directors of the Tennessee Division of tim 
American Cancer Society and Dr. Carl E. Adama 
Murfreesboro, has been re-elected as a proviieaa 
member of the Board. 


TEXAS 


Dr. Robert D. Moreton, Fort Worth, a Councilor of : 


the Southern Medical Association, has been named @ 
a special ad hoc advisory committee to the Americal 
Cancer Society. Dr. Moreton represents the Americal 
College of Radiology on this committee, which is mage 
up of representatives of professional societies to advigl 
the American Cancer Society on planning and impig 
menting the society’s educational program. 


Dr. John Paul North, Dallas, will become the BR 


FEBRUARY 


rector of the American College of Surgeons, effectivaaa™ 


Jan. 31, 1961. 


Dr. J. C. George has been elected mayor of Browne 


ville. 


Dr. Ray K. Daily, Houston, is one of 11 womeml 
physicians honored as “1959 Medical Women of th 


Year” by the American Medical Women’s Associationay 


Continued on page 94 
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lescence, drug and alcohol habituation. 


single or en suite. 


Wo. Ray GRIFFIN, JR., M.D. 
Rosert A. GriFFin, M.D. 


Appalar hian fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, Asuevittr, N. C. 


EsTABLISHED 1916 


Mark A. GrirFFIN, M.D. 
Mark A. GriFFIN, JR., M.D. 
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hydroxyzine pamoate 


When she drinks to relieve her tensions, 
VISTARIL can help restore perspective. 
By maintaining tranquility, VISTARIL helps 
patients to accept counsel more readily, and 
encourages abstinence from drinking. 


Vi sta rl i helps bring tranquility 


VISTARIL has shown a wide margin of safety, 
even in large doses, over prolonged periods. 
Clinical studies have shown that VISTARIL pro- 
duces no significant lowering of blood pres- 
sure, pulse, or respiration in chronic drinkers. 


Available as: Capsules —25, 50, and 100 mg. Parenteral Solution (as the HCl)—25 mg. per cc., 10 cc. 
Vials and 2 cc. Steraject® Cartridges; 50 mg. per cc., 2 cc. ampules. Professional literature available 
on request from the Medical Department, Pfizer Laboratories. Brooklyn 6, New York. 


Science for the world’s well-being 


|. mM tre -drvwen problem arinke 
is 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 


SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FURACIN®. brand of nitrofurazone 

the broad-range bactericide that is gentle to tissues 
spread FUuRACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FuRACIN Solution: FuRACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 
Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides onl Ie 


\ 


VOLUME 53 


The impression that TAO is an unusually active antibiotic 
has steadily gained recognition by impressive clinical per- 
formance. Now come reports of in vive and in vitro biological 
and biochemical evaluations that show TAO to be indeed 
unique.":? 


TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to TAO) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 

In light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
e Effective against 78% of 64 “antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
¢ No side effects in 94%; infrequent reactions mild and 
easily reversed » Quickly absorbed » Highly palatable. 

Sound reasons to: Start with TAO to end 9 out of 10 common 
Gram-positive infections. 

led: TAO Capsules—250 mg., and 125 mg., of 60. 
TAO for Oral 

Prescription only. 

Other TAO forms available: TAO Pediatric Drops: fiavorful, easy 
to administer. TAOQ®-AC: TAO analgesic, antihistaminic com- 
pound. TAOMID®: TAO with triple sulfas. intramuscular or Intra- 


Venous: in clinical emergencies. Prescription only. 


SOUTHERN MEDICAL JOURNAL 


1, English, A. R., and McBride, T; J.: Proc. Soc. Exper. Biol. & 
, New ja, inc., 
English, A. R., 


3. and Fink, F. biotics & Chemother. 
8:420 (Aug.) 1958. 


(triacetyloleandomycin) 
Capsules/Oral Suspension 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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Continued from page 90 to a second term as a member-at-large of the National 
Board of Medical Examiners. 

Dr. Hugo T. Engelhardt, Houston, has been ag 
pointed by the American Diabetes Association as Gow 
ernor of Texas for the organization for a 3 year temp 

Dr. J. B. Heath, Madisonville, was re-elected one @ 
the University of Texas Dads’ Association Vice-Pregy 
dents. 

Dr. Thomas J. LaMotte, Harlingen, has been hom 


New officers of the Southwestern Medical Associa- 
tion include Dr. Russell L. Deter, El Paso, President; 
and Dr. Merle D. Thomas, El Paso, Secretary-Treas- 
urer. 

Dr. Herman L. Gardner, Houston, has been elected 
Secretary-Treasurer of the Central Association of Ob- 
stetricians and Gynecologists. 

Dr. M. H. Crabb, Fort Worth, Secretary of the Texas 
State Board of Medical Examiners, has been elected Continued on page 98 


‘UNUSUAL FOOD” 


“The possibilities of yeast as human food deserves more tech- 
nological attention. Two major defects in many modern diets 
are relatively small provision of certain vitamins of the B - 
complex and insufficiency of biologically superior protein. ; 
Both deficiencies could be limited by using yeast as food.”* | 


VITA-FOOD, genuine brewers’ yeast, supplies nearly 50% 
of nutritionally complete protein plus the whole vitamin B 


complex. 
VITA-FOOD 
*Wilder & Keys, “Handbook of 


Nutrition,” A.M.A. 1943. BREWERS’ YEAST 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 


VITA-FOOD/ 
YEAST 
— 
\ 


is develops as a serious bacterial complice 
€ in eight cases of acute. ppe rre pira i 


152 salicylamide (1 etin (120 mg.); caffeine (30 mg); 
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tablets deanol acetamidobenzoate 


Improves night-time restoration and day-time performance 


® Gradually prepares patient to awaken better rested and 
more alert 
...permits sounder sleep 
...lessens sleep requirements 


® Increases daytime energy 


* Counteracts mild depression 
..acts to stabilize emotionally disturbed patients with 
or without concomitant disease 


® Useful in treating children with learning defects and behavior 
problems...lengthens attention span 


* Unlike monoamine inhibitors. It is not necessary to monitor 
Deaner’s administration with repeated laboratory 
tests...Deaner may be given with safety to patients with 
previous or current liver disease, kidney disease or 
infectious diseases. 


‘Deaner’ i is supplied i in scored tablets containing 25 mg. of 
2-d ry thanol as the p-acetamidobenzoic acid salt. 


Depression 


chronic fatigue and many other emotional and behavioral problems Rik 
er, 


Literature, file card and bibliography on request 


Colifornia 
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VITAMIN 


fights, no battles now at vitamin time because children love to chew DELECTAVITES. These delectable, 
psily chewable chocolate nuggets supply all essential vitamins as well as minerals so necessary 
ring the years of growth. As soon as children can chew, they can do directly from vitamin drops to 
LECTAVITES. And now you can be sure your little patients will continue to take their vitamins. 


Jelectavites 


ECTABLE, CHEWABLE, CHOCOLATE-LIKE VITAMIN-MINERAL NUGGETS (EZ) WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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ored by the Downtown Harlingen Kiwanis Club for 
donating his time free of charge in performing 50 
tonsillectomies on needy children during the past 3 
years. 

The University of Texas Postgraduate School of 
Medicine is presenting a program on Gastroenterology 
at the Texas Medical Center, Houston, Feb. 25-27. 
Subject matter will deal with diseases of the esophagus, 
stomach, small intestine, pancreas and liver. Emphasis 
on diagnosis and therapeutic approaches medically 
and surgically will be discussed. For further informa- 
tion write to the Office of the Dean, The University 
of Texas Postgraduate School of Medicine, 410 Jesse 
Jones Library Building, Texas Medical Center, Hous- 
ton 25, Texas. 


VIRGINIA 


New officers of the Virginia State Orthopedic So- 
ciety are Dr. William Deyerle, Richmond, President; 
Dr. Phil C. Trout, Roanoke, Vice-President; and Dr. 
Ernest B. Carpenter, Richmond, Secretary-Treasurer. 

Dr. W. W. Taylor is the new President of the Nor- 
folk County Medical Society. Other officers include 
Dr. John Franklin, President-Elect; Dr. Donald Faulk- 
ner, Vice-President; Dr. William Hotchkiss, Treasurer; 
Dr. Meyer I. Krischer, Recording Secretary; Dr. George 
Elsasser, Corresponding Secretary; and Dr. R. B. Grin- 
nan, Local Councilor. The doctors are all from Nor- 
folk. 


Continued on page 102 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Weir M. Tucker 
Dr. Georce S. Futtz, Jk. Dr. AMELIA G. Woop 


Dr. JAMEs AsA SHIELD 


S yes, any rheumatic“‘itis” calls for 


corticoid-salicylate 


TABLETS 
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when you see 
signs of 
anxiety-tension 
specify 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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In overweight 


brand of dextro amphetamine and amobarbital 


SPANSULE’ 


brand of sustained release capsules 


for the patient who is tense, 
irritable, frustrated by inability 


to stick to diet 


SMITH 
KLINES 
FRENCH 


...and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


® DEXEDRINE® SPANSULE® 


brand of dextro amphetamine brand of sustained release capsules 
sulfate 
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if 
Patient 
7 isa. 
lightning 
snatcher™ 


Once you prescribe 


PARAFON 


(PARAFLEX® + TYLENOL®) 


for muscle relaxation plus analgesia 


Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 


Each PaRAFOn tablet contains: 


PARAFLEX® Chlorzoxazone?t 125 mg. 
The low-dosage skeletal muscle relaxant 


The superior analgesic in musculoskeletal pain 
Dosage: Two tablets t.i.d. or q.i.d. 
Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chlorzoxazonet 125 mg., TyLENOL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. 

Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
Precautions: The precautions and contraindications that apply 
to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOLONE. 


*electrical lineman +U.S. Patent Pending 


McNeil Laboratories, Inc « Philadelphia 32, Pa. —asmss 
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Dr. June Carol Shafer, Arlington, has been named 
Chairman of the Washington, D. C., Dermatological 
Society. 

Officers of the Roanoke Academy of Medicine in- 
clude Dr. William H. Kaufman, President, and Dr. 
John A. Martin, Chairman of the Executive Commit- 
tee. Other members of the Committee are Drs. Rufus 
P. Ellett, Jr., Richard H. Fisher, John E. Gardner, 
Hugh H. Hagan, Jr., William F. Hatcher, Charles A. 
Hefner, John A. Martin, Louis P. Ripley, and W. Con- 
rad Stone. 

Dr. H. L. Denoon, Nassawadox, has been re-elected 
President of the Johnston-Willis Medical Society. 

Dr. E. J. Keffer, Jr., Roanoke, has won the 1959 
golf championship of The Medical Society of Virginia 
and Dr. J. E. George, Roanoke, finished second. 

Dr. John R. Kite, Norfolk, has been elected as 
President of the Virginia Division of the American 
Cancer Society. 

Dr. Charles B. Marshall, Martinsville, has been 
elected President of the Martinsville-Henry County 
Unit, Virginia Division, of the American Cancer So- 
ciety. 

Dr. A. Ray Dawson has been appointed Acting 
Chief of the Department of Physical Medicine and 
Rehabilitation of the Medical College of Virginia. 

Dr. Ennion S. Williams, Richmond, has been elected 


President of the Association of Life Insurance Medical 
Directors of America. 


FEBRUARY 1960 


Col. Roy F. Roberts, MC, USA, has assumed com. 
mand of the U. S. Army Hospital, Fort Lee, Virginia. 


New members of The Medical Society of Virginia 
are Drs. Olav H. Alvig, Werner Krebser, and Joseph 
C. Evers, all of McLean; Dr. Robert F. Baxter, 
Grundy; Dr. Delos W. Boyer, Danville; Drs. Charles 
D. Burch and John S. Horsley III, both of Richmond; 
Dr. Frances J. Dillard, South Boston; Drs. Keith ¢. 
Edmunds, John Jofko, and Robert O. Williams, all of 
Roanoke; Dr. William Ferguson, Crittendon; Dr. Wil- 
liam J. Gazale, Fairfax; Dr. Elisabeth S. Lee, Hollins; 
Dr. Chalmers A. Loughridge, Alexandria; Dr. James 
B. Magee, Charlottesville; Dr. Donald H. McNeill, 
Jr., Front Royal; Dr. Chimer D. Moore, Jr., Wythe- 
ville; Dr. Joseph E. Shuman, Arlington; Dr. John M. 
Stirewalt, Wanesboro; and Dr. George Szele, Annan- 
dale. 


WEST VIRGINIA 


The West Virginia Academy of Ophthalmology and 
Otolaryngology will hold its annual meeting at the 
Greenbrier Hotel, White Sulphur Springs, West Vir- 
ginia, April 10-12, 1960. For further information con- 
tact the Secretary, Dr. Albert C. Esposito, First Hunt 
ington National Bank Building, Huntington 1, West 
Virginia. 

Dr. Willard Pushkin, Charleston, is spending a year 
in Israel as a physician in a collective colony. He and 
his wife will live in the colony of Haogan where he 
will practice medicine. Dr. Pushkin is Associate Chief 
of Staff at Charleston General Hospital. 


190,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


| 


_CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER- 


ELECTROSURGICAL UNITS 
HOSPITAL-CLINIC-OFFICE 


ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOL 


THE VIBRABATH 
and : 
\ THE FAMOUS HYFRECATOR: 
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A LEADER IN 


IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 
DIPHTHERIA-TETANUS 
TOXOIDS 

GAS GANGRENE 
ANTITOXIN POLYVALENT 
INFLUENZA VIRUS 
VACCINE POLYVALENT 
MUMPS VACCINE 
PERTUSSIS VACCINE 
POLIOMYELITIS 

IMMUNE GLOBULIN 
ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 
SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 
STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 
TETANUS-GAS 
GANGRENE ANTITOXIN 
TETANUS TOXOIDS 
TRI-IMMUNOL* 


Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 
POLLIGENS® 


(Eastern and Western) 
Pollen Antigens 


MIXED GRASSES & 
COMBINED RAGWEED 
Pollen Antigens 
ALLERGENIC PROTEIN 
EXTRACT bust (House) 
*Trademark 

LEDERLE LABORATORIES 
A Division of 


AMERICAN CYANAMID COMPANY 
Pearl River, New York QQ 
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“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.”’ * 


In difficult staph. infections, a decisive response may be obtained with 
Ilosone in a high percentage of cases. 

In a study! of 105 patients, sixty-four of whom had Staphylococcus 
aureus infections, good results were obtained with Ilosone in 94 percent. 
Ten subjects had previously failed to respond to other forms of chemo- 
therapy. The authors concluded that Ilosone “. . . is useful in treatment of a 
number of common infections and has been effective in treatment of a 
number of less common and more serious infections. . . . In our hands it has 
been particularly helpful in the treatment of staphylococcic disease.” 


Tlosone is available in Pulvules®, 125 mg. and 250 1. Smith, |. M., and Soderstrom, 
mg.; Lauryl Sulfate 125 Suspension, 125 mg. wW.H.: J. A. M. A., 170:184 (May 
(base equiv.) per 5-cc. tsp.; and Lauryl Sulfate 9), 1959. 

Drops. 5 mg. (base equiv.) per drop. Usual dosage ‘ 

for adults and children over fifty pounds is 250 mg. _tlosone® (propionyl erythromycin 
every six hours. ester, Lilly) 


ELI LILLY AND COMPANY «¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
032535 
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Time 
after 
time... 
in study 
after 
study 


CHLOROMYCETIN 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


IN VITRO SENSITIVITY OF GRAM-POSITIVE COCCI FROM 5,600 CONSECUTIVE CULTURES 
TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS” 


*Adapted from Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent 
therapy. 


PARKE, DAVIS & COMPANY - 32, micHiGAN 
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